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Abstract
Background: Community-dwelling older adults’ falls represent a significant public health
problem, and prevention is an important step to reducing healthcare costs and improving older
adult’s quality of life. According to Kochera (2002), 78% of all injuries that occurred from
elderly falls happened in the community. Despite the fact that community-dwelling older adults
have a higher risk for falls, there is less focus on fall prevention for this group. With the shift in
the models of healthcare delivery from institutional to community settings; it is imperative that
clinicians begin to understand fall prevention from the views of community-dwelling older
adults. This project explored the perspectives of fall experience from five community-dwelling
older adults to gain in-depth understanding of their views and experiences. Methods: This
qualitative descriptive project utilized face-to-face semi-structured interview with probes to
explore the views of five community-dwelling older adults who have experienced a fall within
the last 12 months. A six-phase process of thematic analysis was used to guide data analysis and
generation. Results: 31 codes that were collated into seven themes described participants’
perceived etiology of falls and the implication for perceived quality of life following their fall
experiences. Strength and Limitations: This project provides additional information that can be
shared with clinicians in community settings to continue the dialogue and strengthen fall
prevention and reduction strategies for community-dwelling older adults, finding should be
interpreted in light of the small sample size. Significance and Implications: The study
confirmed some existing evidence on the etiologies of community-dwelling older adult’s falls
and perceived quality of life about their experience of falls. It also offers new information about
community-dwelling older adult’s perception of the causes of their falls along with their
perceived quality of life.
Keywords: fall prevention, community-dwelling older adults, safety and quality
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Background
The Experience of fall: Community-Dwelling Older Adults Perspectives
Falls and fall risk reduction among older adults will continue to be a focal point of the
public healthcare agenda due to the incidence and prevalence of falls among the elderly, and the
associated cost and quality implications (Kochera, March 2002). Like most other nations of the
world, the United States (U.S.) is an aging society (US Census Bureau, 2011). People 65 years
and older are expected to comprise the largest segment of the population in the near future; with
a growth of 15.1% between 2000 and 2010 (US Census Bureau, 2011). The incidence and
prevalence of both acute and chronic diseases, as well as incidence of falls are expected to rise
with a growing elderly population. Costello & Edelstein (2008) reported, as the average age of
the current U.S. population continues to rise, so does the incidence of falls, fall-related injuries
and deaths. Consequently, clinicians must begin to engage in quality projects to meet the
healthcare needs of changing demographics for optimal health outcomes.
Problem Statement
Falls represent a significant public health problem to the elderly, families, community,
payers, and providers. Falls in older adults are costly to treat, with morbidity and mortality
implications (Stubbs et al., 2014). The interest to address fall as a doctoral project evolves not so
much from the incidence of fall in our organization, but more from the detrimental consequence
of falls that was professionally and personally troubling for me as a nurse and a leader. At the
home care organization where I practice, the incident of falls is about 1 in 10, which is
significantly less than what the literature reports on fall incidents. It is important to note that falls
data in the organization is based on self-report that are obtained by clinicians during home care
visits. However, the issue that drives this project is the life changing implications that I have
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witnessed from a few older adults that end up with injurious falls in home healthcare. One
particular experience that I would like to share is about a relatively independent, 78 years old
community-dwelling older adult who has virtually no family support system and ended up falling
and sustaining a hip fracture. The incident stole her independence, making her to become
dependable on others for activities of daily living. The consequence of the fall incident led her to
require institutionalized care, temporary nursing home placement, something she dreaded and
detested. She developed complications that included pressure ulcer. I visited her at the hospital
and nursing home, and she would cry, stating: “Anthony please save me, help me get out of
here.”  “I want to go home; I want to sleep in my bed… I will not fall again if I get out of this
place.” I was eventually able to arrange for her to come home with community resources, and
she ultimately regained her independence and has not fallen since then. It has been four years
now, but I carry the emotional scar and joy. I would like to do all I can to prevent falls in
community-dwelling older adults. The fact that she has not fallen in the last four years, motivates
me to learn how the perspectives of fall experience of community-dwelling older adults can help
shape fall reduction and prevention strategy. There are other stories, this particular situation
stands out. I know that I needed to do something to help my patients, reduce cost, and improve
quality of life in relation to falls.
Prevention of falls among older adults is an important step to reduce healthcare cost and
improve quality of life. Falls rank high among serious clinical problems for older adults.
Evidence suggests that one in three older adults, age 65 years and older, fall annually; and fall is
the leading cause of injury and death among older adults (Rosen, Mack, & Noonan, 2013; Turner
et al., 2011). An estimated 24 million older adults, age 65 years or older, visited the emergency
departments (ED) of U.S. hospitals for fall-related injuries between 2001 and 2012; of those,
FALLS: COMMUNITY-DWELLING OLDER ADULTS PERSPECTIVES 10
24% were hospitalized (Orces & Alamgi, 2014). Additionally, the number of fall-related injuries
treated in the ED increased annually from 1.6 Million in 2001 to 2.4 million in 2012 (Orces &
Alamgi, 2014). Fall and fall-related injuries increase with age and the trend in older adults are
projected to rise, correlating with the trend of the aging U.S. demographics (Centers for Disease
Control and Prevention, 2011).
After adjusting for inflation, elderly falls cost the U.S. healthcare system over $30 billion
in direct medical costs in the year 2000 (Stevens, Corso, Finkelstein, & Miller, 2006). Kochera
(March 2002), reported that 78% of injuries that occurred from elderly falls happened in the
community, with 55 percent of the fall injuries occurring inside the house and another 23 percent
within the vicinity of the house. Although community-dwelling older adults have higher risk for
adverse events such as fall, there is less focus on safety for community-dwelling older adults
(Berland, Gundersen, & Bentsen, 2012; Castle & Sonon, 2006; Madigan & Tullai-McGuinness,
2004). With the exponential increase of elderly in society, vulnerability of older adults from
multiple chronic diseases, high incidence and prevalence of falls in community-dwelling older
adults, and a shift in the models of healthcare delivery from institutional to community settings,
it is imperative that clinicians begin to understand fall prevention from the older adults’
perspectives and experiences in order to develop effective strategies to prevent and reduce falls.
Recognizing the increased threat that falls present to community-dwelling older-adults, it
is important that clinicians understand specifically, community-dwelling older adults’ views and
experience of their falls. Scant qualitative studies have been conducted to examine the perceived
etiology of falls from community-dwelling older adult’s vantage point. In addition, numerous
studies suggest a history of falls is the greatest indication for future fall-risk in older adults
(Moyer, 2012; Nevitt, Cummings, Kidd, & Black, 1989; Tinetti & Speechley, 1989). Thus,
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community dwelling older adults’ views and experience of falls deserve a careful study. In this
study, community-dwelling older adult is defined as Medicare-eligible older adult, age 65 years
and older who lives at home or in a residential setting in a community located in  Delaware or
Philadelphia counties of Pennsylvania.
Aims and Objectives
This qualitative project explored the perceived etiologies of falls and the implications of
the experience of falls on the perceived quality of life from community-dwelling older adults.
The purpose of the study is to gain better understanding of community-dwelling older adults’
views and experience of falls. Findings from this project will facilitate the development of an
appropriate fall prevention and reduction programs.
This project explored the two main questions:
1. What do community-dwelling older adults perceive to be the main causes of their falls?
2. How does falling affect perceive quality of life for community dwelling older adults?
Review of Literature
Effective prevention and management of falls among older adults presents a challenge in
geriatric care, because falls continue to represent a major health care problem among the elderly.
Falling is a significant cause of mortality, source of functional and psychological morbidity, and
the most common cause of injury among the elderly. To better explore the phenomenon of falls
in this study, it is imperative to clarify the definition and consequences of a fall.
A systematic review of the literature was conducted in the following databases:
CINAHL, Medline, PubMed, EMBASE, PsycINFO, and Google Scholar, using the following
terms: “Fall” “ Fall risk” “Fall Risk Assessment” in combination with the following terms
“elderly”  “older adults”  “Community” “Community-dwelling,  and  “Home” to identify
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contemporary evidence, etiologies, definitions and consequences of falls in relation to older
adults population.  Studies included in the review were limited to the last decade. Effectively
preventing falls has been a long time challenge in healthcare and several researchers have
identified and reported various fall risk factors in older adult’s population. The review focused
on learning contemporary evidence in the literature to provide an updated review, and so only
studies published within the last decade were included (2004 to Present). Studies were identified
by searching the above listed databases using the terms: fall, fall risk and fall risk assessment in
combination with the terms: older adults’ elderly, community, home without any limit. The
initial results yielded a total of 238 articles. When limits of date from 2004 to 2014; English
language only; peer reviewed and research articles applied to the 238 articles, only 29 articles
were eligible for further consideration. The abstracts of the 29 articles were retrieved and 10
articles did not mention fall risk factors or factors associated with falls in community-dwelling
elderly, reducing the final sample for the review to 12 research articles.
In reviewing the literature, it was noted that several definitions exist to describe a fall.
For example, Fabre, Ellis, Kosma, & Wood (2010) defined fall as an event resulting in a person
or body part of a person unintentionally coming to rest on the ground or other surface that is
lower than the body. A fall is an event, which results in a person coming to rest inadvertently on
the ground or other lower level regardless of whether an injury was sustained, and not as a result
of a major intrinsic event or overwhelming hazard (Mille et al., 2013). Bergland & Wyller (2004)
defined fall as an event which results in a person coming to rest inadvertently on the ground or
other lower level, and other than as a consequence of sustaining a violent blow, loss of
consciousness, or sudden onset of paralysis, as in the case of a stroke or epileptic seizure. A fall
is an unexpected event in which the individuals come to rest on the ground, floor, or other lower
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level (Chase, Mann, Wasek, & Arbesman, 2012; Delbaere, Close, Brodaty, Sachdev, & Lord,
2010; Hnizdo, Archuleta, Taylor, & Son Chae, 2013; Kelsey et al., 2012). While some
definitions included consequence of fall such as the presence of an injury in their definitions,
most studies explicitly determined a fall incidence based on any event that resulted in the body
unintentionally coming to rest at a lower position. See Appendix F for table of evidence (TOE).
The consequences of falls for society extend beyond pain and suffering and have
significant economic ramifications. Thirty percent of people 65 years and older who live in the
community fall annually (Deandrea et al., 2010). Tromp et al., (2001) reported that older adults
with multiple falls usually sustain more injuries and have worse health status and poorer quality
of life. In general, older adults, and specifically community-dwelling older adults’ falls result
from complex mechanisms of a combination of varying factors; often making the exact cause of
fall and fall-prevention strategies difficult to determine (Greany & Di Fabio, 2010; Rubenstein,
2006; Yamashita, Noe, & Bailer, 2012). Nevertheless, prevention is a key step to reducing falls
and fall-related injuries and to ultimately improve safety and quality of life for older adults,
while optimizing healthcare resources (de Guzman et al., 2013; Hektoen et al., 2009; Hu et al.,
2015; Orces & Alamgi, 2014).
Factors Contributing to Falls
To better understand the complex and multifactorial concept of falls, researchers broadly
classified etiologies and risk factors for falls among older adults into two main categories: 1)
intrinsic and 2) extrinsic factors (Ambrose, Paul, & Hausdorff, 2013; Fabre et al., 2010; Hu et
al., 2015). Intrinsic factors consist of both modifiable and non-modifiable risk factors that
include, but are not limited to individual susceptibilities or health history that includes functional
impairments, mobility problems, sensory deficits, (poor vision, poor balance, muscle weakness,
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risk taking behaviors and/or incontinence) and biological factors, such as age, gender, acute and
chronic physical and/or psychological illness (Fabre et al., 2010; Rosen et al., 2013). Extrinsic
factors are modifiable risks that include home and /or community hazards; effects of medication,
home stairs, loose rugs, poor lighting, inappropriate foot wear, etc. (Chase et al., 2012).
Prevention is a key step to reducing falls and fall-related injuries and to ultimately improve
safety and quality of life for older adults, while optimizing healthcare resources (de Guzman et
al., 2013; Hektoen et al., 2009; Hu et al., 2015; Orces & Alamgi, 2014). Perhaps, the unique
perspectives of community-dwelling older adults’ and their experiences of falls can further
support or refute the assertions of the intrinsic and extrinsic etiology of falls, ultimately aiding in
the identification and planning of effective fall-prevention strategies.
A careful review of the literature revealed few qualitative studies have examined older
adults’ perspectives of their fall experiences. Specifically, no study was found to have
qualitatively explored the perspectives of community-dwelling older adults who have
experienced a fall. Opportunity exists to gain additional knowledge to strengthen fall prevention
strategies from the perspectives of older adults who have experienced a fall. This study is
undertaken to bridge gaps in the current literature and to provide new information for enhancing
fall prevention strategies for community-dwelling older adults.
Methods
Design
This descriptive qualitative project utilized face-to-face semi-structured interviews with
probes (Stuckey, 2013) to explore the fall experience of five community-dwelling older adults
who have experienced a fall within the last 12 months. The findings of this project will be used
to design targeted fall prevention programs. For the purpose of this study, fall is defined as any
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event resulting in a person or body part of a person unintentionally coming to rest on the ground
or other surface that is lower than the body (Fabre et al., 2010).
Participants
Five Medicare-eligible community-dwelling older adults participated in the study.
Inclusion criteria. This project only included community-dwelling older adults, who are
65 years or older, cognitively intact and able to sign their consent for the study. Prospective
participants were determined to be cognitively intact by an objective assessment by the PL.
Objective assessment of prospective participant included checking if he or she is awake, alert,
and oriented to person, place, and time (AAO X3). Also the PL assessed each potential
participant’s ability to engage in meaningful conversation about the project without direction or
support from family members. All participants lived in either Delaware or Philadelphia counties
in the state of Pennsylvania and have experienced a fall within the last 12 months. Their fall
experience happened in the community, which was an indoor or outdoor fall.
Exclusion criteria. Medicare-eligible community-dwelling older adults who are unable
to consent secondary to cognitive impairment and /or have not experienced a fall within the last
12 months were excluded from participating in the project. Prospective  participants that were
not AAO X3 or needed support from family members to sign the consent to participate in the
project, or tell their fall stories, or to be engaged in meaningful conversation about the project
were determined to be cognitively impaired and were excluded.
Sampling. The project utilized purposive sampling technique, meaning, the study sample
was selected from a pool of prospective participants who can purposely inform the phenomenon
of interest (Creswell, 2013); in the case of this project, the experience of falls. Fall assessment is
a standard procedure for all community-dwelling older adults served by the home health care
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organization (HHCO) where this study was conducted. One of the HHCO fall assessment
questions inquired whether patients have had any fall incident in the last 12months. Any patient
who answered yes to the question was given the project flyer and asked to call into a dedicated
phone line if interested in learning more about the study.
Setting and Resources
One home healthcare organization (HHCO) that makes intermittent visits to Medicare-
eligible older adults in their home or community-settings provided access to prospective study
participants. The HHCO makes approximately 8,000 visits annually to Medicare-eligible
community-dwelling older adults. Home visits are completed by members of the inter-
professional care team based on patient healthcare needs. Older adults account for 98% of the
HHCO patient’s population, with the remaining 2% comprised of disabled young adults. The
HHCO is located in Delaware County, a suburb of Philadelphia, in the State of Pennsylvania.
The project leader (PL) is a member of the HHCO senior leadership team and received
commitment of the HHCO to serve as a recruitment source and support for data collection.
Another resource that was useful to completing this project is the guidance and support
received from two expert nurse leaders and researchers: The first member, Dr. Al Rundio,
Associate Dean for Post Licensure Nursing Programs, Clinical Professor of Nursing, is the chair
for this doctoral project. Dr. Rundio brought a wealth of experience from his diverse background
as a brilliant administrator, careful scholar and academician, and innovative leader in helping to
navigate the inherit complexity of successfully completing a Capstone project of this stature. The
second member on the project’s committee is Dr. Elizabeth W. Gonzalez, a tenured associate
professor and department chair of the doctoral nursing program at CNHP. Dr. Gonzalez is a
nationally recognized researcher and leader in area of older adults’ health and has conducted
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several studies with community-dwelling older adults. Her experience, knowledge, and expertise
about research have been a great asset on this project.
Procedure
Following authorization from the IRB, members of the HHCO inter-professional care
team making home care visits to community-dwelling older adults distributed recruitment letters
(Appendix B) and recruitment flyers (Appendix C) to patients with a history of a fall within the
previous 12 months. Prospective participants interested in the study were directed to call-in to a
dedicated phone line. The Project Leader (PL) and/ or project assistant (PA) who had already
completed CITI training retrieved all messages left by prospective participants and reached out
to them. After connecting with the prospective participants, the PL visited with the prospective
participants in their own home and went over the purpose of the study, including the informed
consent process with the patient. Prospective participants were informed that participating in the
study involves answering a questionnaire, and an interview that will be tape recorded. If the
patients consented to participate, an arrangement was made for a convenient time and place to
conduct the interview.
Recruitment
Forty-two prospective Medicare-eligible community-dwelling older adults called in to a
dedicated phone line to express their interest in the study. The call was in response to the receipt
of a flyer from a member of the HHCO inter-professional care team (a nurse or therapist) who
conducted a fall assessment that revealed the client had one or more falls within the last 12
months. Five participants were successfully interviewed for the study. Out of the 42 that were
approached, eleven prospective participants did not feel they had the energy required to respond
to any interview that would be more than five minutes. They stated that they were exhausted by
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their disease and life activities including time that they must allot to the healthcare services they
were receiving. They declined to participate because they did not want to intensify their
schedules. Five prospective participants reported that their physicians have directed them to go to
outpatient therapy as home care was no longer needed, so they declined to be interviewed
because their schedules were changing and really did not want an additional variable to impact
their schedules. Three prospective participants were readmitted to the hospital before the planned
interview, another twelve could not consent for the study due to cognitive impairment or their
ability to inform the phenomena of interest, they needed a third party to help tell their fall stories,
which was an exclusion criterion for the study. Four participants were Medicare eligible, but
were not age sixty-five years or older, so they did not meet the age inclusion criteria for this
project. Two prospective participants did not feel comfortable giving consent to participate, so
they were not interviewed. Five participants who met the inclusion criteria and consented to the
study were interviewed for this project.
All interviews took place in a private area of each of the five participants’ home. The PL
worked with the HHCO that provided access to the prospective study participants and was
somewhat familiar with the health status of those who took part in the study. The PL knowledge
of participants facilitated establishment of easy rapport between interviewer and interviewee in
the research process, allowing interviewees to speak candidly and openly about their experience.
Data collection lasted for about seven weeks between September and October 2015. The
PL conducted all interviews, guided by the social demographic questionnaire and the semi-
structured interview questions with probes to explore each participant’s fall experience. The
probes are open ended more in-depth interview questions that arose from areas of each
participant interview. The project leader conducted all five interviews in the participants’ home.
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Interviews lasted an average of 30 to 45 minutes and all five interviews were audio recorded. All
interviews were conducted in the homes of the participants at a quiet place that is convenient for
the interviewee. Fall were defined to the participants during the interview as any event resulting
in a person or body part of a person unintentionally coming to rest on the ground or other surface
that is lower than the body (Fabre et al., 2010).
Socio-demographic data of all project participants were collected before the interview.
Pseudonym was used to identify all participants. Appendix A consists of the social demographic
questionnaire and the semi-structured interview questions that were used to guide data collection
for this study.
Data Management, Generation and Analysis
The PL collected and managed all project-related data. The socio-demographic was
entered into an Excel database and saved in a secured computer that was password protected. All
project participants were identified using a pseudonym. A list of participants’ name that is
connected to the pseudonym was kept separately and stored in an encrypted, and password
protected computer.
Descriptive statistics was used to report the socio-demographic data of the participants.
Each audio-recorded interview was transcribed. Transcribed interviews were de-identified for
anonymity and stored. Interviews were manually analyzed using Braun and Clarke’s (2006) six-
phase process of conducting thematic analysis. See Figure 1 for the pictorial representation of the
process used to conduct thematic analysis.
Thematic Analysis
Phase 1: Becoming familiar with the data. The PI audio-recorded participants’
interviews and transcribed the audio-recorded information verbatim; listening to the interviews
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several times, and familiarizing self with the depth and breadth of the content. Transcripts of
transcribed data were checked against the recordings to ensure accuracy. Each participant was
identified with a pseudonym to insure anonymity and insure confidentiality. Measures were
taken to insure participant audio recordings and transcripts cannot be linked back to the study
participant. In accordance with (Kaiser, 2009) meticulous data cleaning process, participants
identifying characteristics that includes occupation, city, address, age, and/ or ethnic background,
etcetera were de-identified, separated and stored separately from their transcript to create a
“clean” data set. Each participant transcript was kept clean throughout the analyses to maintain
utmost confidentiality and participant anonymity. Review of the transcript several times
enhanced immersion of self in the data (Braun & Clarke, 2006).
Phase 2: Generating initial codes. The next step after immersion in the data is coding.
The coding exercise was guided by the Saldana (2013) definition of coding. A code is a word or
short phrase that symbolically summarizes the relevant content or the essence of capturing the
reminiscent attribute of a portion of visual, written or language data, which may be an interview
transcript, participant observation, and video or electronic data. The transcribed transcript was
read line by line within the context of the PL observation of the participant, as well as the home
environment and coded with a word or phrase that symbolically captured the transcribed portions
of each participant’s statements as well as PI observations. An exhaustive approach to coding,
meaning, all relevant data in each transcript were coded.
Phase 3: Searching for themes. The PI underlines repetitive terms and codes with similar
characteristics collating them into categories to form themes. Themes captured important data
related to the research phenomenon, representing some level of patterned response or meaning
found in the data (Braun & Clarke, 2006). Strategies used to conduct the collating of the codes
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into themes included: mind-maps, a brief description of each code that was collated to a theme,
and/or tables (Braun & Clarke, 2006). All codes were rolled up into a theme and codes that did
not fit into a particular theme were organized and assembled to a miscellaneous theme (Braun &
Clarke, 2006).
Phase 4: Reviewing themes. The PL reviewed and revised all the initial themes that were
collated in phase three. Themes that did not have enough data to stand alone were re-organized,
rolled up and collated into another theme; some themes were re-categorized into separate themes.
The goal of this phase is to have a clear distinction between themes. Patton’s (1990) dual criteria
for judging themes for internal homogeneity and external heterogeneity were used to guide the
re-categorization. In the review stage of this phase, codes collated to a theme were reviewed to
insure they formed a coherent pattern and if there were codes that did not fit in a particular
theme, revisions were made to organize those codes to a theme that fits best. These processes
sometimes resulted in a need for a new theme category. All themes from phase three were
considered for revision before the completion of phase four. If a theme became problematic,
phase four of the process provided opportunity for revision (Braun & Clarke, 2006).
Phase 5: Defining and naming themes. The PL refined what was completed in phase
four. In this stage, individual themes were assessed for validity about the data, and if the themes
were accurate reflections of the data, any doubts, incongruence or discrepancies were refined
before advancing to the next phase. At this stage, the codes had been accurately classified into
themes and themes ready to be labeled. The PI ensured that each theme told a story. This story
was captured in the written analysis that demonstrated how it fit into the bigger picture of the
analysis. Themes were refined so that each theme was well-defined and did not blur with other
themes. Although, working labels of the themes existed, in this stage each theme was labeled
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with a well thought-out name that captured the essence of the theme and fit to the broader and
larger picture.
Phase 6: Producing the report. This phase was the analysis. The discussion provides a
succinct, coherent, logical story that is not redundant. Data extracted from the transcript was
used to demonstrate evidence for analytical assertions and to support the themes. Vivid examples
that capture the themes were used to illustrate, support and make a compelling case of the
truthfulness of the findings, conclusions and reports.
Figure 1: Pictorial Representation of the Six Phase Process of Thematic Analysis.
The ultimate goal of using Thematic Analysis in qualitative research is to link similar codes to
themes to give a deeper description of meaning in a reasonable and exhaustive way, using utmost
objectivity (Anderson, 2007; Burnard, 1991). It involves analyzing narrative materials of life,
such as stories of people’s experiences captured in a realist/essentialist and constructionist factist
perspective (Vaismoradi, Turunen, & Bondas, 2013). Factist perspective considers participants
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statements as the reality of the concept being studied. Thematic Analysis allows data to be
described and analyzed through either one or both inductive and deductive strategies. The
emphasis may be contextual, integrating manifest and latent contents, drawing thematic maps
and using a non-linear analysis process with no peer checking protocols (Braun & Clarke, 2006;
Vaismoradi et al., 2013). Because Thematic Analysis is a foundational descriptive qualitative
data analysis strategy, a conscientious attempt was made to use the participants’ own words in
order to echo their voice in coding before categorizing into themes to reflect the participants’
own stories. In essence, analysis was kept at the foundational level (Anderson, 2007).
Assuring Credibility, Dependability, and Scientific Rigor
According to Starks and Trinidad (2007), the qualitative researcher is the main
instrument of all the phases of a qualitative research project. It was imperative that reflexivity
and bracketing was used throughout the research process to promote reliability, rigor, and
validity. Reflexivity, bracketing, memoing, field notes and mind mapping was used to strengthen
reliability, validity, and rigor in this study.
Reflexivity is a conscious thought process and/or activity that help qualitative researchers
to identify pre-conceptions about their phenomena of interest, as well as potential influence on
the research process. It refers to authentic examination and awareness of the researcher’s
opinions about the phenomena that may influence the analysis, interpretation and report of the
research study (Primeau, 2003). According to Fischer, (2009) reflexivity refers to a person
turning back to attend to how he or she has participated in forming a particular understanding or
in taking an action (p.587). When qualitative researchers become aware of potential areas for
bias through reflexivity, they can minimize those influences by bracketing their pre-conceptions,
ideas and personal views about the research topic (Ahern, 1999; Tufford & Newman, 2012).
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While it may be difficult for qualitative researchers to ensure total objectivity, conscientious
efforts was made by the PL to use reflexivity, and bracketing, to insure validity, objectivity, and
research rigor.
Timeline
The above time line captures when the activities of each step of this project occurred.
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Budget
Details about the project budget is located in appendix E of this document. Please note
the HHCO that supported the study assumed all expense, the PL did not pay out of pocket for
any of the expenditure associated with this project.
Ethical Consideration
Community-dwelling older adults 65 years and older are not considered a vulnerable
population by the criteria established by the human subjects regulation. However, appropriate
ethical precautions were taken to ensure protection of human subjects. Authorization for the
study was obtained from the Drexel University Institutional Review Board (IRB) before
collecting data from prospective participants. In addition to informed consent (Appendix D),
voluntary participation in the research, appropriate measures, such as use of pseudonyms were
taken to insure participants’ anonymity and confidentiality. Emphasis was made to prospective
participants that refusal to participate in the study will not interfere or influence the level of
homecare or any other services the patient will or would usually receive.
Summary of Methods Section
This qualitative project explored the factors that contribute to falls in community-
dwelling older adults to gain better understanding of community-dwelling older adults’
perspectives and experience of falls to support the design of appropriate fall-prevention and
reduction programs. The study used purposive sampling approach to recruit participants through
a HHCO platform. Prospective participants were identified through standard home care
assessment by a member of the inter-professional team. Flyers and letters were given to
prospective participants and were asked to call into a dedicated phone line if interested in
participating in the study. All interviews were audio recorded and took place in a convenient
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location at each participant own home, after gaining approval for the study from the Drexel
University IRB.
The PL collected and managed all project-related data. Socio-demographic data was
entered into an Excel database in a secured and password protected computer. Participants were
identified using a pseudonym. Descriptive statistics was used to report the socio-demographic
data of the participants. Transcribed interviews were de-identified for anonymity and stored.
Interview were manually analyzed using Braun and Clarke’s (2006) six-phase process of
conducting thematic analysis.
Results
Socio-demographical Characteristics
Five community-dwelling older adults who have experienced at least one fall within the
previous 12 months participated in this project. Four of the five participants were females and
one was male. The age of participants’ ranged from 76 years to 89 years old, with the mean age
of 81.8 years. Four participants described themselves as either African-American or Black; one
of the participants described herself as a Caucasian female. All participants reported that they
were Christian. Three participants reported to be single, never-married and two reported being
widowed.
All participants reported reliance on adaptive /assistive devices for safety and mobility;
two of them reported needing either a cane or walker to safely ambulate within or outside the
home, depending where they needed to go, and what they had to do. Another two participants
reported only using a walker as an assistive ambulatory device, and the fifth participant reported
the use of cane as a mobility assistive device.
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Two participants live alone, another two live with one family member and the fifth lives
with six other family members. Three participants live in a single home, one lives in a row home,
and the other in a one unit apartment in a senior citizen building. See Appendix G for tables 1, 2,
and 3, descriptive statistics that summarizes the socio-demographics, home structure, living
arrangements, adaptive devices used by participants, along with location of falls, if injury was
sustained and the medical information that was reported.
Report on Falls Within the Last Twelve Months
The majority of the reported falls occurred within the house, which are indoor falls. One
participant reported falling three times in the previous 12 months. Two of the fall incidences
occurred inside the house, and one fall incident occurred outside the house. A second participant
reported falling two times, one indoor fall, and one outdoor fall (in the previous 12 months). A
third participant reported three falls in the previous 12 months, two of which were indoor falls
and one outdoor fall. The fourth participant reported falling four times within the last 12 months,
three falls occurred in different areas inside the house and one outdoor fall. The fifth participant
fell more than ten times within the last 12 months, informing that at least 8 of the more than the
10 falls occurred indoors and about two or more occurred outside the house. Indoor falls were
more prevalent in the sample as the majority of the participants’ falls occurred inside the house.
All five project participants reported sustaining injuries inclusive of fractures and/or soft
tissue injury. Two participants fractured their ankles in addition to bruises from one of their fall
incidents, another sustained several bruises that included skin tears at different parts of her body
requiring wound care dressings. One participant reported spraining his left shoulder and one
fractured her facial bone, sustaining a right inferior orbital blow out fracture. All five participants
reported hospitalization following each of their injurious fall incidents.
FALLS: COMMUNITY-DWELLING OLDER ADULTS PERSPECTIVES 28
Associated Medical Conditions
For this project, associated medical conditions refer to self-reported comorbidities that
the participant knew about and reported as part of the social demographic interview. All five
participants reported a minimum of three long term disease conditions, which they are currently
taking prescribed medications to control. Three of the five participants reported taking three or
more prescribed medications for their chronic disease conditions, and one participant reported
taking four prescribed medications; and the fifth participant reported taking six different
prescribed medications for their chronic disease conditions. In essence, all participants were
taking three or more prescribed medications to control their chronic disease conditions at the
time of the interviews.
Chronic disease conditions reported by participants included: anxiety, arthritis, asthma,
depression, and diabetes, hypertension, and memory problems. All five participants reported
arthritis and hypertension as one of their chronic disease conditions; none of the participants
specifically associated their fall incident to any of the chronic disease conditions or the
medications they were taking, including those who fell more than once within the last 12 months.
It is important to note that two of the project’s participants reported memory problems as
one of their associated medical conditions; however, objective assessment of all study’s
participants did not reveal any form of cognitive impairment or limitation in their ability to
inform the phenomena of interest. The objective assessment of each prospective participant
involved checking if he or she is awake, alert, and oriented to person, place and time (AAO X3).
In addition, the PL assessed all potential participants’ ability to engage in meaningful
conversation about the project without direction or support from family members. Potential
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participants that were not AAO X3 or needed support from family members to be engaged were
excluded.
The PL nursing skills, experience with caring for older adult’s population and nursing
judgment guided the decision about which participant has the cognitive ability to participate or
excluded. Prospective participants who were identified to have cognitive impairment were
excluded from participating in the study due to the project’s exclusion criteria.
Participants’ medical conditions were not probed,  the reported associated medical
problems were only a part of the projects’ demographical questionnaire, where each participant
was asked to self-report associated medical conditions or comorbidities. Perhaps, the two
participants who reported memory problems in the context of their associated medical conditions
were merely referring to subjective memory problems. Research suggests that 20% or more
members of society complaints of subjective memory problems, a number that increases to 50%
or more in the older adult’s population (Dementia Research Group, 2009; Steinberg et al., 2013).
Subjective memory complaints refer to people’s feelings that their memory performance has
decreased from a previous state, and show little or no relation to the patients, clients, or a
potential project’s participant current cognitive abilities (Hurt, Burns, Brown, & Barrowclough,
2012).
Participants Home Environment
Observation of all five participants’ home environments revealed several environmental
hazards that posed risk for falls. Interviewer observation of all participants’ home environments
were guided by the seven environmental hazards questions found in Appendix A of this paper.
The interviewer noted that three of the five participants had throw-rugs in their homes, the
participant who reported more than ten falls in the previous 12 months had more throw-rugs
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including the kitchen area than the other two participants with throw rugs. The interviewer noted
several throw-rugs in the home as soon as the door was opened. A fourth participant had a full
carpeted floor, however, parts of the carpet were observed to be buckling, and was the participant
who lived in a one-unit apartment in the senior citizens building. All five participants were noted
to have high and low shelves/cupboards in their homes, the standard shelves that are seen in most
homes in the East Coast of the United States. Participants were not probed as to where they keep
their items inside the shelves.
All participants were noted to have broken, loose and unstable chairs/tables from long
term use in their homes and they reported a need to keep these items for sentimental value. Four
of the five participants, three that live in a single home and one in the row home, share similar
environmental risk with regards to poor lightning, cluttered hallways, use of extension cords, and
steps within and outside the home environment. The one participant who did not share the above
four fall risk variables discussed above lives in an apartment in a senior citizen building. The
interviewer did not notice slippery floors in any of the five participants’ home environment; only
the areas of the home that the interviewer saw during the interview were observed and reported.
The interviewer did not complete a scan of the entire home of the participant, so the conditions
of the bathrooms are not included as part of interviewer’s observation.
Findings of the Semi-structured Interviews with Probes
The project leader utilized face-face semi-structured interview with probes to explore the
perceived etiologies of falls and quality of life following the experience of falls within previous
12 months from five community-dwelling older adults. The analysis of the data provided by
participants revealed a total of 31 codes that were grouped into seven themes. Three themes
described the perceived etiologies of falls: which are: 1) Unknown/ Rationalizing and/or
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Situational etiology of falls; 2) Physiological intrinsic factor as etiology of falls, and 3)
Environmental extrinsic factors as etiology of falls. See Table 1 for details of the codes that were
created from the participants’ comments to form the three themes. Four themes described the
perceived quality of life, which are: 1) Threat to individual autonomy and personal dignity; 2)
Limitations due to inevitable physiological decline; 3) Environmental hazards, and 4)
Psychological effects.
Reports of the results of the three themes and the codes that were grouped to form each
theme on the perceived etiology of falls now follow:
Perceived Etiology of Falls
Themes 1
Unknown causes, rationalizing and/or situational factors as etiology of falls. The unknown,
rationalizing and/or situational etiology of fall theme comprised of comments made by
participants suggesting the cause of falls are either unknown or a result of factors or forces
beyond their personal control. Participants declined to take responsibility for the cause of their
fall incident, and instead, suggested that a particular situation caused the fall to occur and/or
provided rationale for why the fall occurred. Participants attributed part of their falls to be
unpreventable and unpredictable accidents/occurrences, which may not be age related. The
below quotes are example of participants comments that were coded under the
unknown/rationalizing/situational theme.
Participant 4: “I don’t know what happened, umm... I lost my balance, it happened all of
a sudden, and out of the blue…you know, it has nothing to do with my age. It is just one
of those things that happen to anyone, when they find themselves on the floor.”
Participant 3: “I am not wobbly or shaky as you may think, it is an accident, everybody
trips and falls… is not just old people or me. I think my legs just gave way. I really did
not fall.”
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Participant 5: “I was in the house and passed out falling backwards, I think it is because
I have not eaten, I was not hungry that morning. I am the kind of person who really does
not fall; I blame myself for not eating that day, uuhmm… I think that was why I fell.
Umm, I need to pay more attention to myself.”
Participant 1: “You know, I can’t really tell you why I fell or what caused me to
fall…ahh… These days, I tend to forget a lot, but know that I was distracted that day…
The phone kept on ringing and I was thinking I need to get done, I guess... I must have
fallen in a hurry… it was just a quick movement and I was on the floor.”
Participant 2: “I can’t remember all that happened when I fell both times, but I know
everybody thinks because I am old... My daughter and grandkids ask me to be careful so I
don’t fall. Well, the snow is not my fault and passing out is not my fault either…. All I
know is that whatever happened, it was fast, and that is not my fault. Maybe, I should pay
more attention.”
As seen in the participants’ statements above, all five participants were not able to
provide any concrete perceived etiologies of their fall incidences. Most of their explanation
centered on what can be attributed to unknown. They reported their falls to be something that
was outside their control. Denial of the effects of their aging process was clear in some of the
participant comments. They seemed protective of their identity, explained the etiology of falls as
situational and provided rationalization for their fall incidents.
Theme 2
The physiological/or intrinsic factors. These are comments from participants
suggesting the cause of their falls was related to some form of age-related biological or
physiological changes. Coding was completed using participants’ own choice of words.
Examples of interviewee’s comments suggesting physiological/biological changes or
intrinsic etiological factors of falls now follow:
Participant 4: “I went for a walk, trying to maintain my strength, but found out that I
can’t do the things I used to do…, I managed to get back to my apartment and slid just
before getting on my bed… You understand? I didn’t even count that as a fall, but
thinking of it, is a fall…  It is how life goes, as you get older, things start to sneak up on
you. My body is not the same…ahh I guess I was tired after that long walk, maybe that
was why I slid and fell and could not make it to my bed.”
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Participant 1: “I guess there is a lot of changes going on, uhh… in my body, as my
daughter and grandkids remind me, umm, grandma is old, so maybe, ehh… I slip more
easily because I am really getting old. One thing I know, uhh… I do get dizzy and tired
after doing little…”
Participant 2: “I don’t think my age has anything to do about how I fell, uhh… I think
the problem is that, the older one gets, the more careful you have to be. You know,
ehmm… when I …fell and broke my ankle, it is because my bones are not as uhh…strong
as they used to be.   With age, everything tends to fall apart so….  My grandkids fall all
the time and don’t break anything. Ok, ehmm, whether I like it or not, I have to remember
that I am not a little kid any more. Things are changing…”
Participant 5: “Even when you pay all the attention, you can still fall…. Until this year,
I never understood when old people say they just passed out and fell. Maybe old age is
creeping in on me… because I passed out and fell backward, I broke the bones in my face
and they took me to the hospital. I fell again in the hospital- falling twice in 3 months,
unnn… something must be going on in my body. Since I returned from the hospital, my
legs are weaker, I feel lightheaded, dizzy and tired most times, and you know… all that
can make you fall again.”
Participant 4: “I was very tired and when I finally got into my apartment, something
came on me, I was lightheaded and fell…uh, at my age, and there is just so much you can
push yourself to do. A lot of changes have taken place over the years… I remember when
I used to drive the trucks, and do heavy lifting, I just can’t anymore… my legs,
really...ehh, the whole body is weak and cannot take much.”
While participants did not out rightly relate the etiology of their falls to age related
physiological changes, their comments suggest that they recognize some difference in how their
body now functions with increasing age.
Theme 3
Environmental/or extrinsic etiologies. These are participants comments suggesting the
etiology of their falls included modifiable risks; such as stairs, ice, loose rugs, poor lighting,
inappropriate footwear. These remarks from participants were collated into the
environmental/extrinsic theme of the perceived cause of their fall incident.
Actual comments from project participants that were collated to form the
environmental/extrinsic etiologies of their falls now follow:
FALLS: COMMUNITY-DWELLING OLDER ADULTS PERSPECTIVES 34
Participant 1: “Oh, emh, I was going downstairs and I slipped with snow on the steps.
And I went to the hospital, my daughter called the ambulance, and they took me to the
hospital, because… uhh, the bone was broken all the way through and I had to wear a
cast for like eight weeks, eight weeks, oh, oh  my…”
Participant 4:  “I used my cane when I got downstairs, but, as I was going to the
kitchen... I am not sure what really happened. I know my leg caught on something, and
before I knew it, I was on the floor again. The last time I fell, it was because the chair
was broken, and I didn’t realize that. You, know, it…is always something. I’m glad it
didn’t affect my pacemaker and my seizure was not the issue.”
Participant 2: “Basically in my bed room… tripping over the rug in my bed room. I was
not looking as I got up to go to the bathroom. It was dark in the room because it was the
middle of the night and the light was off, so I tripped on the rug trying to get to the
bathroom. The therapist asked me to take off the rug, but you know, it is a really pretty
rug, I don’t want to get rid of it, I have had it for so…oh long.”
Participant 3: “With the other fall, I don’t know what really happened, emh…, but all of
a sudden, I stumbled on something on the ground that I did not notice or see, I tripped
and found myself on the floor, it was embarrassing, very very scary, and all these
strangers came to help me. Now, I am very careful, my son said I can’t go out by myself
anymore- do you believe that? An object was on the ground.”
Participant 5: “After I bumped into the chair, I find myself loosing ba…balance, and
held strong onto the table, but still got on the floor and hit my head, emm…the table was
broken. That was how I got the big bump on my head. It hurt for a very long time. One of
the nurses in your company came out to see me, because my son called. The therapist
came out too.”
As you may see from the comments, participants underscored how environmental hazards
contributed to their fall incidents.
Table 1: Analysis of participant’s comments revealed 18 Codes that were categorized into
3 themes to illustrate this project participant’s perceived etiology of falls.
Codes Themes Definition/explanation of themes Participant whose
response(s)  were coded to
form each of the themes
 Lost balance
 Suddenness/Quick/Fast
movement
 Accident/Passed out
 Transients Memory loss
 Legs gave way
Unknown/Ratio
nalization/Situat
ional
These are comments made by
participants suggesting that falls
can happen to anyone of any age,
caused by factors or forces out of
their control. They are not
responsible for the cause of their
P4. Lost balance
P4. Suddenness
P4. Denial
P4. Vulnerability
P4. Light headed,
P4. Weak
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 Self-blame/not paying
attention
 I don’t know what
happened
 I was distracted
 Denial
falls and do not take ownership
for the fall incident.
Some attributed part of their falls
to be accidents, unpredictable
occurrences that are not age
related
P4. Changes, tired
P3. Accident,
P3. Denial
P3. Legs gave away
P5. Denial
P5. Blaming-self’
P5. Need to pay more
attention
P1. Quick movement
P1. Distracted
P1. Forget a lot
P2. Denial
P2. Can’t remember all that
happened
P2. Was fast,
P2. Should pay more
attention)
 Dizziness/ Weakness –
Light-headedness
 Tiredness
 Changes in the body
 Vulnerability
Physiological/In
trinsic Factors
These are comments suggesting
the cause of their falls is related
to some age related physiological
changes. It is a natural and
inevitable process
P4. Tiredness
P4. Body not the same,
P4. As you get older, things
start to sneak up on you
P1. Dizzy
P1. Lot of changes going on
in my body
P. Tired
P5. Vulnerability
P5. Light headed
P5. Dizzy, weak, tired
 Tripped/stumbled on
something
 Slipped on ice
 Broken table or chair
 Dark in the room
 Leg caught on
something
Environmental/
Extrinsic
Factors
Extrinsic factors are modifiable
risks that include home and /or
community hazards; effects of
medication, home stairs, loose
rugs, poor lighting,
P1. Slipped on snow
P4. Leg caught on
something,
P4. Chair was broken
P2. Tripped on the rug
P2. Dark in the room
P3. Stumbled on something
on the ground,
P3. Tripped and found
myself on the floor
P5. Bumped into the chair,
P5. The table was broken
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The result of the second aim of this study answered the question of: “how does falling
affect the perceived quality of life for community-dwelling older adults, specifically, for the five
participants of this project. Analyses of the five participant interview comments revealed 18
codes that were categorized into four themes. See Table 2 for the codes that were collated to each
of the four themes, along with a succinct description of each theme.
The four themes that emerged from participants’ responses to describe the perceived
quality of life are: 1) Threat to individual autonomy and personal dignity; 2) Limitations due to
inevitable physiological decline; 3) Environmental hazards; and 4) Psychological effects.
Reports of the results of the four themes and the codes that were grouped to form each
theme of participants’ perceived quality of life about their fall experience now follow:
Theme 1
Threat to individual autonomy and personal dignity. This theme comprised of four
codes, 1) Reliance on others; 2) Ageism; 3) Stigma, and 4) Stereotypes. Participants whose
comments suggested their age and/or experience of falls put them at risk for being stereotyped,
stigmatized, or portrayed them as frail and vulnerable members of society were grouped to this
theme. Also, comments that implied intrusion by others including neighbors, family members,
and healthcare providers influenced their perceived quality of life were analyzed and coded,
using participants own words, before collating to the threat to their individual autonomy and
personal identity code.
Reliance on others. The reliance on others code represents comments that were made by
participants emphasizing that their quality of life had been affected by their dependence on
others because of their fall experience. They recounted how family members and/or healthcare
providers, or even neighbors have opportunity to intrude in their personal business.
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The following participants’ comments exemplified what was coded as reliance on others.
Participant 3: “I am tired of people waiting on me, that I need to follow their schedule. I
only get a good shower once a week, I have to rely on my helper to get me into the
shower or to take a bath because I broke my ankle the last time I fell- getting into a
shower. Only one time a week is not too good and not enough…ehh… but I guess I have
no choice- that is my life now, I have to wait...”
Participant 1: “It seems like everyone has advice for you- ehh...you know, my daughter
said I can no longer go out on my own, and my neighbor just came in, not even calling
and said she was checking on me- I am not a little girl, why is everyone trying to tell me
what to do because I fell a few times?”
Participant 2: “My home help does all my shopping, I would like to go to the stores and
do my own shopping… ehh… get the things that I like. But I can’t, so I have to settle for
what she brings me.”
Ageism. The comments that were coded to the ageism code highlights participants’
responses that stressed how members of society focused on their age, solely using age to
determine their frailty, vulnerability, and ongoing risk for falls. The below participant comments
reflected comments coded as ageism.
Participant 3. “My daughter and her boyfriend are quick to remind me of my age and
why I should be careful to not fall. I’m not wobbly or shaky as you may think, it is an
accident…ehh, everybody trips and falls… is not just old people or me. Age is not the
issue. She is always running here to check on me, especially when I don’t answer the
phone.”
Participant 5. “The therapist tells me to use my walker around the house so that I don’t
fall, you know… ahhh… it is not easy as she thinks. I don’t know why she thinks I’m old,
and perhaps fall again. I am not happy hearing this age thing all the time… everyone is
going to get there.., get old anyway…”
Stigma. The stigma code highlights participants’ comments that underscored feelings of
stigmatization due to their age and/or fall incidents. It also captured comments of conscientious
efforts made to hide some of their fall incidences in order to avoid perceived stigmatization, a
feeling they conveyed to be affecting their perceived quality of life.
The below participant comments underlie responses that were coded as stigma
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Participant 2: “When I step out to go the doctor…ehh, everyone comes out to remind me
to be careful like I don’t know what I’m doing… I hear them say, “She falls so easily, so
hold onto her.” That makes me feel like a little girl. I don’t like living here anymore…too
many of them know that I have fallen a few times, and that’s all they can remember about
me.”
Participant 3 “I really did not tell them about all the falls that happened, you know, they
always remind me about how brittle my bones are, telling me that was the reason I broke
my ankle. When they talk about me, all they talk about is me falling, falling again. You
know it is bad when the guy living down the street, he works for the ambulance company,
tells me to be careful...so many people in my business.”
Stereotype. Participants’ comments illustrating society’s fixed mental picture of them as
individuals with some form of mental deficiency, vulnerable, weak, frail, old, as factors that
contributes to their high risk for falls. They also related how several members of society
expected them to have a high fall risk.
The below are examples of participants’ comments that were coded to illustrate feelings
of stereotypes that affected their perceived quality of life.
Participants 3: “I don’t like it when the nurse thinks that I forget my walker or can’t
remember what she asked me to do, there is a difference between forgetting and not
wanting to do something! The walker makes me feel old, embarrassed, and I try using the
cane as much as possible. I only use the walker when I think I need it, like… enn… when
I’m going outside the house. But the nurse and my daughter believe that I am forgetful,
that is why I don’t use the walker, ehhh… they think I’m old.”
Participants 1: “When I fell and the ambulance came, ohh… emm…they were yelling as
if I can’t hear. One of them said, “She may be hard to hear.” A lot of people yell when
they speak with me, thinking …e… i...  I am old , I must not hear very well. These types of
behavior make you wonder, is it because I fell or old- people are treated differently just
because…”
As illustrated with participants’ comments, the codes that were collated into the threat to
individual autonomy and personal dignity accentuated how project partcipants’ age, and fall
experiences resulted in some form of reliance on others, as stigma and/ or stereotype that
challenges their individual autonomy or posit a threat to their personal identity. These challenges
affect their perceived quality of life.
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Theme 2
Limitations due to inevitable physiological decline. The second theme that emerged to
be affecting the project participants’ quality of life from their responses were categorized as
Limitations due to inevitable physiological decline. This theme comprised of codes from
participants’ comments that directly or indirectly suggest that some physiological process of
aging and the consequence of their falls have heightened their awareness to their risk and
vulnerability. Three codes: 1) Burden of adaptive/assistive devices, 2) Injury, and 3) Carefulness/
Safety consciousness were grouped to form this theme that the participants identified to be
affecting their perceived quality of life.
Burden of adaptive/assistive devices code. Comments expressing participants’ feelings
of inconvenience, dissatisfaction for their need to use an adaptive or assistive device, such as
glasses, a cane or walker was coded as burden of adaptive or assistive device. Some of the
project’s participants expressed the burden of requiring adaptive or assistive device as a source
of embarrassment, a constant reminder of age related physiological decline that affected their
quality of life.
Example of participants’ comments that were coded now follow:
Participant 1: “I like the cane better, that is easier to use, it is hard to take that walker
everywhere you go, see how narrow my hallway, and it is too much trouble to use the
walker. I only go to where I can get to…”
Participant 4: “I don’t want to put my pride on the floor; a cane is really for old men and
women, it is awkward and embarrassing for me to go around with a stick in my hand. I
take a short walk every day because I would like to gain my strength back. I needed the
cane in the beginning when I fractured my shoulder, but I don’t anymore… It is for
handicapped people or people with stroke. I will only go where I can without the cane.”
Participant 5: “The walker is better for me… it helps my balance, but it is hard to
maneuver around the house and when you go out there, everyone pays attention to you
like something is wrong or that you are handicapped. So… I don’t like going out any
more, just too much hassle with using the walker…”
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Participant 3: “I seldom use the cane or walker, I know my doctor wants me to use it all
the time ehm… it reminds me of my grandmother and makes me feel like I am getting up
there. But I don’t like taking any of those things with me; it doesn’t feel right using the
cane or walker. So I sit at home and only go out when someone is with me.”
Participant 2: “People have known you through the years and never seen you down and
then all of a sudden you don’t even look like yourself, you have to depend on people to
feed you and stuff like that. The last thing I wanted to do was to have to go outside with a
walker and everybody asking me, “How are you doing? How are you feeling?” Stuff like
that.
Injury code. These are participants comments suggesting inevitable age-related decline
contributed to their susceptibility to injuries and/ or the level or type of injury sustained, along
with a slow healing process. Participant responses described how their fall incidences and
injuries heightened their awareness to age-related physiological decline.
Examples of participant comments that were coded as injury under the limitations due to
inevitable physiological decline and consequence of falling theme now follow:
Participant 2: “It is a shame to see all the bruises and the big boo-boo on my leg. It tells
me that I am not getting any younger, it is much harder to stop myself from falling, you
know… I fell more in the last nine months than the last 60…emm…put together. I’m not
as fast or strong as I use to be.”
Participant 4: “Yeah… a brace, they put brace on my leg. It goes from the toe up to the
heel, and to almost my knee. Just for a small slip.., I got all of that…got them all. What if
I fell really hard? It tells me my body is not the same- a lot has changed in my body in the
last few years.”
Participant 1: “It was a silly fall. It took forever for the bones to heel. It is not the same
after you get to my age and break something. I was wearing that cast forever… you know,
I still feel the pain when it rains…”
Carefulness/safety conscious code. The carefulness/safety conscious code comprised of
participants’ comments that reflected necessity to exercise more caution as they go about their
daily activities in order to avoid falling again. It underlies how their experiences of fall
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constantly serve as a reminder of their vulnerability and risk for another fall. The essentiality to
be extra cautious was limiting, thus affecting their quality of life.
Comments where participants expressed a need to exercise additional caution by being
careful or more safety conscious were coded as carefulness. Examples of comments that were
coded under the carefulness/safety conscious code now follow:
Participant 4: “I can tell you that I am very alert about not taking too big a step ...I take
my time with anything I do…. Watching every step I take, when I feel like emm… I’m
going to fall, I'll get somewhere and sit down. It is a big change in your life; you do
everything not to fall again.”
Participant 1: “I’m just careful. Watch where I’m walking and hold on to things… I’m
always taking my time; wherever. I need extra time to do everything.”
Participant 3: “I can’t go out alone anymore… I have to go with my daughter or son.
My son told me that I am not allowed to go out on my own, as you see, I am very
cautious, I don’t want to step on anything. I fall so easily.”
Participant 5: “Whenever I get up or move around, umm… I take more care; I hold the
door or something and make sure that I don’t fall again. Isn’t it strange that one has to
live this way?”
Participant 5: “Sure, well, umm… when you have a fall, and you're hurt by it, you know,
you don't want to experience that again, so you're a lot more careful, you're slower, and
umm… you uh, look ahead, you know.”
Participant 2: “Oh, yeah. I am very careful to the point that I don’t enjoy or do anything
anymore. If I go to the food market somebody has to take me and I have to ride the little
cart. It’s i…s terrible.”
Theme 3
Environmental hazards theme. The environmental hazards theme comprised of codes
from participants’ comments suggesting hazards in their environments posed additional risk for
falls that significantly affected their quality of life. The environmental hazards theme consists of
three codes 1) Snow/ice/steps, 2) Loose rugs and 3) Poor lighting/dark room. While participants
mentioned other environmental hazards in their responses, the three items that were coded
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environmental hazards consist of the most repetitive hazards recounted by the project
participants. Examples of responses coded to the environmental hazards codes now follow:
Participant 5: “When the weather was nice and warm I could go out and sit on one of the
chairs, you know, out there… umm, 'course I don't do it now, umm… since after I slipped
on the ice. I umm, I'm prone to being cold, and the outside gets very slippery when it is
cold. So I stay inside. It is a shame you can’t even enjoy your own porch- scared of
slipping on ice.”
Participant 3 “Before I go anywhere, I have to check uh… to make sure that I can get
in, ummh, you see… I don’t get to go to my daughter’s house  ehh.., they have a lot of
steps, I can’t climb them steps, someone will need to pick me up or hold my hand, it is not
a  good feeling that you can’t visit your own daughter.”
Participant 2: “It is frustrating that everything that looks pretty around you is another
reason you can fall. I was told to take off my nice rugs, the one down here and them in my
bedroom, umm, because I can trip on them. Well, I am going to be careful, I don’t want
to remove them.”
Participant 1: “… I don’t like having all the’m bright light, especially emh... in my bed
room, but since I fell trying to get to the bathroom, um… My daughter got the guy to have
the lights come on as soon as I get up, yeah, it helps me… I get to the bathroom, but I
cannot go back to sleep after uh… all the ’m bright light in my eyes. So, I am not falling,
but I can tell you, I’m not sleeping either.”
As demonstrated in the above comments, project participants emphasized how
heightened awareness to prevent falls from environmental hazards or efforts to mitigate
environmental hazards affected their perceived quality of life.
Theme 4
Psychological effects. This theme comprised of participants’ comments highlighting
their psychological responses to their fall experience and the implications for their perceived
quality of life. Three codes: 1) Irritation; 2) Fear and worries and 3) Acceptance/coping emerged
from the analysis of the participants’ comments.
Irritation code. Project participants’ comments that suggest anyone at any age could
easily fall and/ or construed the etiology of their falls as ‘innocuous slips’ and were displeased by
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how people held them responsible for the cause of their falls. Examples of project participants’
comments that were coded under the irritation code now follow:
Participant 4: “… you know, it has nothing to do with my age. It is just one of those
things that can happen to anyone… when they just find themselves on the floor.”
Participant 3: “I am not wobbly or shaky as you may think, it is an accident, everybody
trips and falls… it is not just old people or me….”
Participant 5: “I was in the house and passed out falling backwards, I think it is because
I have not eaten, I was not hungry that morning. I am the kind of person who really does
not fall…”
Participant 1: “The phone kept on ringing and I was thinking I need to get done, I guess!
I must have fallen in a hurry… it was just a quick movement and I was on the floor.”
Participant 2: “I can’t remember all that happened… Everybody thinks because I am
old…woman. The snow is not my fault and passing out is not my fault either…”
Fear and worries code. The fear and worries code comprised participants’ comments
that give emphasis to how they have been psychologically affected by their fall experience. They
described how the experiences have changed their thought processes, compelling them to adjust
their way of living to mitigate their falls risk.
Examples of participants’ comments that were coded as fear and worries were eventually
grouped into the psychological effects theme now follows:
Participant 2: “I worry a lot after the sixth… eh… fall, I started using my cane more and
if I go outside, I use my walker.”
Participant 2: “It makes you worry more…You’re afraid, and worry because you want
to… sure you don’t fall and pull your pacemaker loose or you don’t fall, hit your
head….it almost pushes you in a box in your mind. Then before you say, “Oh let me go
here,” then you’ve got to think about going there.”
Participant 3: “When I fell in the bathroom…that scared… I was worried, not sure
when someone will find me. But my son found me; he is always worried about me, now I
have to wear this button.”
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Participant 5: “The fracture was uncomfortable, I got hurt, I was frightened, but umh…
I came through it. Now, I am always afraid of falling, um...ehh...it make me worry and
more anxious.”
Acceptance and coping code. This code comprised participants’ comments that
acknowledged their risk or vulnerability of falling and expressed their acceptance and desire to
engage in a process to manage their fall risk and cope with the implications of their fall
experiences.  Examples of participants’ comments that were coded to the acceptance and coping
code now follow:
Participant 4: “knowing what I know now…. I can tell you I’m very alert about not
taking too big a step... I take my time with anything I do…”
Participant 1: “I… I’m always taking my time; wherever, I need extra time to do
everything…that is the way not to fall again… I slip more easily because I’m really old
lady.”
Participant 3: “I have accepted what it is... I can’t go out alone anymore… I have to go
with my daughter or son.”
Participant 5: “To be safe… Whenever I get up or move around, I…umh…be more
careful, I hold the door or something and make sure that I don’t fall.”
Participant 5: “…, you don't want to experience that again. So you're a lot more
careful, you're slower, and um, you uh, look ahead.”
Participant 2: “When I get my aide or neighbor to help me finish dressing, I put my shoes
on now. I have one cane upstairs and I have another cane downstairs. My therapy
teaches me to lock my feet, which helps, has made my ankle stronger, so I don’t drag my
feet, I make sure I take a step not dragging so I don’t catch the rugs or anything like that.
I got to do what I got to do not to fall.”
Participants’ expression of the measures they took to reduce their risk for falling was
telling, and provided some basis for acceptance of their vulnerability and how it has affected
their perceived quality of life.
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Table 2: Analyses of participants’ comments revealed 13 Codes that were categorized into four
themes to illustrate the project participants’ perceived quality of life following their fall
experiences.
Codes Categories/themes Definition/explanation of
themes
Participant whose response(s)  were
coded to  form each of the themes
 Reliance on
others
 Ageism
 Stigma
 Stereotypes
Threat to
individual
autonomy and
personal dignity
This theme comprised of
codes from participants’
comments suggesting their
age and experience of falls
portrays them as frail and
vulnerable members of
society.
They perceived a threat to
their individual autonomy
and personal identity due to
outsider intrusion, which is
affecting their quality of life.
Codes in this theme are
participants’ expression of
how society, including
neighbors, family members
and healthcare providers
have attributed their falls to
ageism or some sort of
stigma and stereotypes.
P1. Everyone trying to tell me what
to do
P3. Tired of people waiting on me,
that I need to follow their schedule
P3. I have to rely on my helper to
get me into the shower
P3. I have to wait
P2 …Have to settle for what she
brings me
P3. Quick to remind me of my age
P5. Am not happy hearing this age
thing all the time
P2. Many of them know that I have
fallen a few times, and that’s all
they can remember about me.
P3. You know it is bad when the
guy living down the street, he
works for the ambulance company,
tells me to be careful...
P3. There is a difference between
forgetting and not wanting to
P3. The nurse and my daughter
believe that I am forgetful
P1. They were yelling as if I can’t
hear.
 Burden of
adaptive/assi
stive devices
 Injury
 Carefulness/
Safety
conscious
Limitations due to
inevitable
philological
decline and
consequence of
falling
This theme comprised of
codes from participants’
comments that directly or
indirectly  suggest that some
physiological process of
aging and the consequence of
their falls have  heightened
their awareness of their risk
and vulnerability as older
adults, which invariably
affects  their quality of life
P.1 hard to take that walker
everywhere
P4. it is awkward and embarrassing
for me to go around with a stick in
my hand
P5. I don’t like going out any more,
just too much hassle with using the
walker…
P3. it reminds me of my
grandmother and makes me feel
like I am getting up there
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P2. The last thing I wanted to do
was to have to go outside with a
walker
P2. A shame, to see all the bruises
and the big boo-boo
P4. Just for a small slip.., I got all
of that.
P1. It took forever for the bones to
heel
P4. I take my time with anything I
do… Watching every step, I’m just
careful, watch where I’m walking
and hold on to things
P3. I am very cautious, I don’t want
to step on anything,
P5. I take more care, I hold the door
or something
P5. So you're a lot more careful,
you're slower
P2. Very careful to the point that I
don’t enjoy or do
 Snow/Ice/Ste
ps
 Loose rugs
 Poor
lightening/D
ark room
Environmental
hazards (EH)
This theme comprised of
codes from participants’
comments  suggesting
hazards in the environment
pose risk for falls  which
significantly affects their
quality of life
P5. You can’t even enjoy your own
porch scared of slipping on ice
P3. Before I go anywhere, I have to
check uhh…to make sure that I can
get in… they have a lot of steps,
P2. I was told to take off my nice
rugs... I don’t want to remove them
P1. I  get to the bathroom seeing,
but I cannot go  back to sleep  after
uh all the ’m  bright light  in my
eyes
P2. The snow is not my fault and
passing out is not my fault either
 Irritation
 Fear and
Worries
 Acceptance
and Coping
Psychological
Effects
This theme comprised of
participants’ comments that
were grouped into three
codes. The comments
highlight participants’
psychological reaction to
their fall experience and the
implications for their quality
of life
P4. Has nothing to do with my age
P3. I am not wobbly or shaky
P5. I’m the kind of person who
does not fall…
P1. It was just a quick movement
and I was on the floor
P2. I worry a lot after the sixth… eh
P2. You’re afraid, and worry
because
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P3. When I fell in the bathroom…
that scared me
P5. I came through it, Now, I am
always afraid of falling
P4. Knowing what I know now… I
take my time with anything I do
P1. I slip more easily because I’m
really old lady
P3. I have accepted what it is… I
can’t go out alone anymore.
P2. I make sure that I take a step
not dragging so I don’t catch the
rugs or anything like that. I got to
do what I got to do not to fall again.
Discussions
Analyses of the study findings revealed community-dwelling older adults to be mostly
single females. Four females and one community-dwelling older adult man, mean age of 81.8
years, were interviewed for this project; four of the participants are African-American or Black
and one a Caucasian female. All participants are single, either being widowed or have never been
married by the time of the interview. All are Christian by religion, although their religious
denomination differs.
Two participants, the only male participant and a female, live alone, two other female
participants live with another person in their home; one lives with a sister and the other with a
son. The fifth participant lives with six other family members, one of the family members is her
daughter. All participants reported that they rely on assistive devices for safe ambulation within
and outside the house. For example, two required a cane or walker to safely ambulate within or
outside the home, depending where they needed to go, and what they have to do. Another two
reported requiring a walker to ambulate, and one participant only required a cane as an assistive
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ambulatory device. Perhaps, reliance on some form of assistive device by all study participants is
a consequence of previous fall experience, as all participants in the study had more than one fall
experience in the previous 12 months. Striking similarities exist between the demographical
findings of this project and what has been reported in the literature about the demographical
characteristics of community-dwelling older adults who fall (Avin et al., 2015; Deandrea et al.,
2010; Stubbs, Brefka, & Denkinger, 2015)
Report on Falls Within the Last 12 months
All participants reported two or more falls within the previous 12 months, a startling
number of falls compared to what has been previously reported in the literature, (Stubbs et al.,
2015). The alarming number of falls in the sample is likely a reflection of selective bias from the
purposive sample structure that selected only participants that have experienced one or more falls
within the previous 12 months. With that said, similarities exist between the findings of this
project and previous studies. Comparable to the findings of this study, Hu, Rao, and  Baker
(2010) reported the need to tailor fall prevention strategies to divorced and widowed older adults
as they are at higher risk for injurious falls, which may explain the fact that all five project
participants of this study sustained injurious falls and they are either single or widowed.
Consistent with numerous studies, such as Roe et al., (2009),  indoor falls were more prevalent in
this study’s sample, as most participants’ falls occurred inside the house. Out of a total of 22 fall
incidences that were reported by the five participants, 16 of them occurred indoors, and only six
incidents occurred outside the project participant’s home, these findings are in support of the
larger literature about common location of falls for community-dwelling older adults (Kamei,
Kajii, Itoi, Yamada, & Niino, 2009; van Kamp, Santos, Du, Olivier, & Hatfield, 2014).
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Associated Medical Conditions
Participants reported diverse medical conditions, each participant recounted taking long-
term medication to manage a minimum of three chronic disease conditions. The chronic disease
conditions described by participants included: anxiety, arthritis, asthma, depression, diabetes,
hypertension, and memory problems. All participants reported Arthritis as one of their chronic
disease conditions. This finding is in support of the literature, as arthritis is the most common
chronic condition in older adults age 70 years and above and increases the risk for falling to 2.4
times for the population (Arnold & Gyurcsik, 2012).
It was interesting to note that none of the participants associated their fall incident to any
of the chronic disease conditions or the medications they are taking, even though they all
reported arthritis as a known medical condition.
Participants Home Environment
Guided by the project’s seven environmental hazards questionnaire, the PL observed the
home environment where each of the five participants lives and where the interview took place.
The PL observed several items to pose additional fall risk to participants. These items included
throw- rugs, buckling floor carpets, poor lightning, cluttered hallways, use of extension cords,
and steps within and outside the home environment, high and low shelves/cupboards, broken,
unstable chairs/tables. Participants reported having sentimental values for the items and did not
want to discard, a finding that has been reported in the larger literature that older adults may keep
items that pose fall risk to them for sentimental values (Tolin, Frost, Steketee, Gray, & Fitch,
2008). The four participants that live either in a single and row home shared similar structural
environmental hazards risks such as narrow and cluttered hallways and several home entry steps.
The one participant who lives in a senior citizen apartment did not share the structural
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environmental risk of steps and narrow hallways. Perhaps, governmental regulations of senior
citizen buildings have a role in reducing environmental hazards for community-dwelling older
adults.
Semi-structured Interview with Probes
This project provided insight to the unique views of the etiologies and perceived quality
of falls from the vantage point of five community-dwelling older adults who have experienced a
fall within the previous 12 months of the study. This is an area of fall research that has received
limited attention. Little research has investigated the cause of falls and the effects on perceived
quality of life on the fallers, specifically, community-dwelling older adults (Horton, 2007; Roe et
al., 2008; Yardley, Donovan-Hall, Francis, & Todd, 2006). Thematic analysis of the responses
from participants revealed a total of 31 codes and seven themes, illustrating participants’ etiology
of falls and implications of their fall experience about their perceived quality of life.
Etiology of Falls
Participants were not able to provide concrete etiology for their falls. As shown in Table
1 of the findings, participants’ responses to the semi-structured interview exploring the etiology
of their falls were categorized into three themes. The first theme, the unknown and
rationalization theme, underlines participants’ perception of the etiology of fall to be an act of
suddenness, precipitated by quick or fast movements, a transient loss of memory, distraction, and
or an accident. They provided rationale that anyone can fall, and the reason for their fall is not
necessarily related to their chronological age. Another way that participants rationalized the
etiology of their fall is through self-blame, explaining that they might not have been paying
attention. It was clear that participants did not want to associate their fall to the inevitable
physical and physiological decline that comes with ageing.
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It was not surprising to learn that participants associated the etiology of their falls to
something outside their personal control as an effort to maintain and or protect their identity and
independence. The literature is replete of how older adults demystify any situation that will
potentially challenge their autonomy or pose a threat to their personal identity (Dollard, Barton,
Newbury, & Turnbull, 2012). For example, previous studies on managing self-concept in later
life reported “immunizing” responses in identity- threatening situations for which perceived
reality becomes distorted by processes such as denial, rationalization, and interpretation of
reality, or evidence towards more favorable views (Greve & Wentura, 2003).
The unknown and rationalization theme of this project aligns with numerous other
research findings, including McInnes, Seers, and Tutton (2011) meta-ethnography of qualitative
studies on older adults’ views on falls risks. McInnes et al., (2011) found that many older people
saw risk of falling beyond personal control, providing a range of rationalization for downplaying
their risks for falls.
While the project’s participants did not absolutely point to the consequences of the
inevitable decline that comes with ageing as causative factors of their falls, they did mention
intrinsic contributory reasons that were grouped into the physiological or intrinsic fall risk theme.
Their responses contained words such as, dizziness, weakness, light-headedness, tiredness, and
changes in the body as shown in Table 1. Several studies have investigated community-dwelling
older adults’ fall risk and etiologies, concluding that intrinsic factors, such as the same
descriptive words recounted by this project’s participants contributed to their falls. Fabre, Ellis,
Kosma, and Wood (2010) reported that age-related impairment in the somatosensory system,
responsible for receiving and transmitting sensory information, impacted older adults’ safety
through poor position awareness or muscle reaction to perturbation and dizziness. Even though
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the project participants were reluctant to admit age-related physiological decline as an etiology
of their fall incidences, their responses validated what has been extensively discussed in the
literature (Avin et al., 2015; Deandrea et al., 2010; Gillespie et al., 2012).
Hazards from the environmental/extrinsic factors constitute the third and last theme of
fall etiology found in this project’s participant responses. The codes from responses that were
collated to the environmental hazards/extrinsic factors themes included tripped/stumbled on
something, slipped on ice, broken table or chair, dark in the room and or leg got caught on
something. Environmental hazards described by participants during the interview confirm earlier
studies that reported environmental factors as a major cause of falls among community-dwelling
older adults (Deandrea et al., 2010; Rosen, Mack, & Noonan, 2013; Yamashita, Noe, & Bailer,
2012).
As shown in Table 2, four themes emerged from the analysis of participants’ responses to
illustrate how the experiences of falls have affected their perceived quality of life. Participants’
responses that were collated to the first themes labeled threat to individual autonomy and
personal dignity comprised of four codes, 1) reliance on others, 2) ageism, stigma and 4)
stereotypes. The codes reflected participants’ awareness of the negativity and discrediting
implications of falling. Thus, to avoid being viewed negatively, they resulted to rationalizing the
etiology of their falls, claiming the circumstance of their falls to be either accidental, unknown or
a situation that is out of their personal control. These findings support the theoretical claim that
falls are stigmatizing to older adults (Hanson, Salmoni, & Doyle; Mahler & Sarvimäki, 2012;
McInnes, Seers, & Tutton, 2011; Stevens, Noonan, & Rubenstein, 2010). Older adults use
strategies, such as making excuses, denying falling, and apologizing to minimize being
stereotyped and or stigmatized, with the goal of presenting a positive image of themselves or to
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save face (Dollard et al., 2012; Hanson, Salmoni, & Doyle, 2009). Participants made
conscientious efforts to present a positive image of themselves, underscoring how their fall
experience presents a threat to their individual autonomy and personal identity. Congruent with
other studies, falling portrayed community-dwelling older adults as frail and vulnerable members
of society who rely on others to perform daily activities of life (Dollard et al., 2012; Yardley et
al., 2006).
Participants wanted to be viewed in socially desirable ways, as physically competent
community-dwelling older adults who are not fallers or responsible for falling. It is not
surprising that even though the project participants admitted to falling, they offered explanations
that emphasized the accidental or situational circumstance surrounding their fall, expressing
falling to be something out of their control. Efforts to preserve their status in society and avert
being stereotyped or stigmatized, added additional strain on their lives that negatively impacted
their perceived quality of life. The literature is replete on community-dwelling older adult views
of the threats that falls present to their identity; as well as the implications of falling on the
perceived quality of life (Bunn, Dickson, Barnett-Page, Mcinnes, & Hotron, 2008; Dollard et al.,
2012; Gallagher & Polanin, 2015; Stubbs et al., 2015; Xu & Drew, 2015; Yardley et al., 2006).
The second theme that emerged from this project on the perceived quality of life for
community-dwelling older adults regarding their fall experience is life limitations due to
inevitable physiological decline due to aging and consequence of falling. Three codes: 1) Burden
of adaptive/assistive devices 2) Injury and 3) Carefulness/Safety were collated to form this
theme. Participants described the implications of the physiological process of aging and how
these realities limit their abilities to engage in certain life activities. They informed that the
resultant changes in their bodies required them to rely on others or assistive devices that often
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become a burden in living life comfortably. Participants did not appreciate the realities of the
inevitable physiological process of aging, as they expressed recognition of their increased risk
for falling, and how easily they sustain injuries from their falls.
All five participants underscored how they became self-restricting, by being careful about
how they go about their daily life activities to avoid falling again. They also explained how the
pain and suffering associated with the injuries they sustained from their falls affected their
quality of life. Several studies have established the association of the inevitable physiological
changes related to aging, and the limiting implications for community-dwelling older adults,
along the impact of falls on their quality of life (Roe et al., 2009; Stewart & McKinstry, 2012).
This study finding affirms Roe et al., (2009), report of older people’s perceived poor quality of
life following a fall experience.
An aberrant finding from this study is that all five participants reported injurious fall, but
their demographic characteristics do not match the major risk factors reported in the literature
about characteristics of community-dwelling older adults who sustain injurious falls. Injurious
falls have been extensively studied, with numerous researchers reporting risk for injurious falls
included more outdoor than indoor falls, as well as being of Caucasian race, having impaired
cognitive function, vision and hearing impairment. Surprisingly, the identified risk factors for
injurious falls were not heavily presented in this study’s demographics. Perhaps, this study’s
small sample size may be a contributory factor for the incongruence.
The third theme that emerged from the analyses of participants, responses for perceived
quality of life from the experience of falling is the environmental hazards. This theme comprised
of three codes: 1) Snow/Ice/Steps 2) Loose rugs, 3) Poor lighting/dark room. Participants
described how their experiences of fall heightened their awareness of how fall hazards in their
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environment posed additional risk for falling, which significantly affected how they live, and
subsequently their quality of life. Participants reported heightened awareness of their risk and
vulnerability for falls that affected their quality of life by the need to pay attention to everything
around them, being careful and cautious of any hazard that may pose additional fall risk.
Participants also described a problem of intrusion to affect their perceived quality of life.
They informed that family members and healthcare providers often “get in their business,”
providing unwanted and unwarranted advice about keeping things termed as environmental
hazards out of sight, while these same items have sentimental value to them. This intrusive
behavior was viewed by participants as a loss of control of their own life, a situation that
negatively affected their perceived quality of life. (Calhoun et al., 2011; Mahler & Sarvimäki,
2012; Rose, 2008)
The fourth and last theme from the responses is the psychological effects theme. This
theme consists of three codes, 1) Rationalization/denial 2) Fear and worries and 3) Acceptance
and coping, which underline participants’ expressions of the psychological impacts to their fall
experience and the implications for their quality of life. One thing that is clear from the
participants’ responses that illustrates the psychological effects of participants fall experience is
how they vacillate between denial and acceptance while rationalizing. It sounds like participants
got to the point of accepting their vulnerability and worry about falling again, but at the same
time made conscientious efforts to deny their vulnerability; perhaps, to preserve their dignity,
avoid stigmatization and stereotyping through denial. As shown in other studies, participants
focused their life on re-ablement as they perceived the quality of their life has significantly
deteriorated by the experience of fall, both psychologically, physiologically, physically, and
socially. (Glendinning et al., 2010; Lewin, Alfonso, & Alan, 2013; Tuntland, Aaslund,
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Espehaug, Forland, & Kjeken, 2015; Tuntland et al., 2014; Wong, Masters, Maxwell, &
Abernethy, 2008).
Significance/Implications
This study provided unique insights to the etiology of falls and the implications of the
experiences of falls from the perspectives of five community-dwelling older adults’ who have
experienced at least a fall within the previous 12 months of the study. The significance of the
findings of the study cannot be overemphasized in the sense that it confirms some existing
evidence on the etiology of community-dwelling older adult’s falls and perceived quality of life
in relation to their experience of falls. It also offers new information about community-dwelling
older adult’s perception of the causes of their falls along with their perceived quality of life
within the context of their fall experience.
Further, while majority of the findings of this study underscore reports of several
quantitative and qualitative research, some findings of this study contradict some developing
evidence, contributing to the mixed information in the literature; perhaps, the small sample size
has a role. The need for larger sample qualitative studies to verify, validate, or refute the findings
of this project will be helpful in steering the literature on the right direction for stronger
evidence. Only few studies have qualitatively assessed the unique views of community-dwelling
older adults on etiology of falls and the implications of their fall experience to perceived quality
of life. This study provides information that begins to bridge those gaps in the literature.
These study participants could not be clearer in articulating the how and consequence of
their fall experience, particularly; how injurious fall negatively influenced their perceived quality
of life.  This has implications for community health organizations, such as home healthcare
agencies to step up their fall prevention programs. Some of the findings of this study can be
FALLS: COMMUNITY-DWELLING OLDER ADULTS PERSPECTIVES 57
adopted to inform holistic fall preventive and intervention programs to reduce and mitigate the
consequence of falls in community dwelling older adults.
As an administrator, this project provided me additional and unique insights to how
community older adults’ perceived the etiology of their falls, what affects their perceived quality
of life following an experience of falls. These leanings will come handy as I collaborate with
members of the inter-professional care team of my organization to enhance current falls
prevention program with the goal of maintaining and/or improving quality of life for older adults
living in the community.
Based on the findings of this project, the following recommendations will be proposed to
the home healthcare agency where I practice to strengthen the organization’s fall-screening,
prevention, and reduction program; with an additional goal to enrich community-dwelling older
adult’s quality of life. The organization’s fall risk screening tool will be strengthened by adding:
 Points to a patient’s fall-risk score based on the older adult’s marital status. For example,
widowed, single, or separated as a status will be attributed a higher score than the status of
married community-dwelling older adults living together.
 Points to a patient’s fall risk score based on the the type of housing where the community-
dwelling older adult lives.  For example,  individuals living in non statae certified housing
will  recive a score of higer risk than those in state certiifed  housing
 Points for fall-risk score for all  patient with a diagnosis of Athritis
 Individualized,  expanded, and a more comporehensive home-hazard check list to
orgnaization’s cutrent fall screning tool.
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The organization’s current fall prevention and reduction program will be strengthened by
instituting age-sensitive, respectful, and patient centered communication strategies to help
community-dwelling older adults to:
 Reduce  environmental hazards present  in their homes
 Commit and contract  to fall-reduction safety related skills and  behaviors
 Accept the fact that age-related physiological changes contribute to the risk of falling, and the
imperative to focus on prevention instead of rationalizing or downplaying the risks for falls.
It is important to tailor fall screening and prevention strategies to divorced, sinlge and widowed
older adults,  as well as cccommunity-dwelling older adults who are not living in the state
certified senior citizens’ housing. As shown in this project, older adults who are divorced,
widowed, single or separated are at higher risk for fall, as well as those not living in the state
certified seniour citizens housing.
If the home health agency approves of the proposal, the plan is to implement a pilot of the
recommendations of this study for a small group of community-dwelling older adults to test the
porgram feasibility and evaluate the inpact on fall prevention,  reduction, and quality of life for
community dwelling older adults.
Strengths and Limitations
The strengths of this descriptive qualitative study lie in the findings that have revealed the
unique perspective on the causes of fall and the implications of the fall experience to perceived
quality of life for five community-dwelling older adults. Findings will be used to enhance fall
prevention strategies in community healthcare organizations like home health care. The findings
should be interpreted in light of the small sample size that is not generalizable to the larger
population. Nevertheless, this project provides important foundational information that future
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quantitative and qualitative studies can build on in strengthening the body of evidence for
community-dwelling older adult fall prevention and implications research.
Conclusion
Several studies have highlighted the benefits of fall prevention and reduction for older
adults. Only limited studies exist to accentuate community-dwelling older adults’ unique
perspectives on the perceived etiologies and implications of their fall experiences. This study
revealed the unique perspectives on the perceived etiology and implications of falls on perceived
quality of life for community-dwelling older adults. Each of the thirty one codes that were
grouped in seven themes, represented the perceived etiology of falls and the implication for
perceived quality of life for community-dwelling older adults.  Findings of  this study support
some published evidence in the larger literature about risks and causes of falls among older
adults, as well as impact of falling on their perceived quality of life. However, the claim in the
literature that states injurious falls are more often than not associated with outdoor falls was not
demonstrated in this study. Perhaps the inclusion criteria and relatively small sample size
contributed to the incongruence.
The Thematic Analysis approach used for the analysis was useful because Thematic
Analysis strategy echoes the study participant’s own voice in the codes and themes that emerged.
Several credible and transferable tools were employed to ensure rigor and validity in the study.
An area of incongruence between previous research and this study finding is about indoor
falls and injury. Further research is necessary to validate or refute the claim that injurious falls
are more common in outdoor falls, as this study differs from that claim.
All participants in this study sustained injury from a fall that occurred indoors. This
finding is especially important in the evolving healthcare environment where healthcare is
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moving from acute care settings to homecare. There will be many more home bound patients
who may have higher risk for injurious falls that differs from what is reported in the published
literature. More research in this area can begin to provide additional information to guide the
development of targeted fall prevention and intervention and quality of life enhancement
strategies for community-dwelling older adults who have experienced a fall.
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Appendix A
Social Demographic and Semi-Structured Interview Questions
Project Question: What factors contribute to falls in community-dwelling older adults?
Aim/Purpose: Explore the factors that contribute to falls in community-dwelling older adults
who have experienced at least one fall within the last 12months.
A) Social-Demographic Questionnaire
1. What is your Date of Birth? ________
2. What is your gender? _________
a. Male
b. Female
3. What is your religious background?
a. Christian
b. Buddhist
c. Hindu
d. Jewish
e. Muslim
f. Sikh
g. Other Religion___________________________
h. None__________________________________
4. What best describes your  Race/Ethnicity
a. African American (U.S. Born)
b. American Indian or Alaska Native
c. Asian
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d. Black (Non-U.S Born)
e. Native Hawaiian or Other Pacific Islander
f. White (Non-Hispanic)
g. White (Hispanic Origin)
h. Bi-Racial _________________________
i. Other ____________________________
5. What is your marital status?
a) Single, never married
b) Married
c) Divorced
d) Widowed or Widower
e) Living with Partner (Not Married)
6. If married, do you live with your spouse. ____ Yes ________No
7. How many people live in your house hold _______
8. Do you live in
___ Single house
___ Apartment
___ Town house
___ Trailer
___Other
9. Do you have?
___ Diabetes
___ Hypertension
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___ Asthma
___ Arthritis
___Cancer
___Memory Problems
___Depression
___Anxiety
___ Other
10. Do you take medications for
___ Diabetes
___ Hypertension
___Asthma
___Arthritis
___Cancer
___Memory Problems
___Depression
___Anxiety
___Other
11. Do you use any adaptive devices (Cane, Walker, etc.)?
______Yes _______ No
12. Do you need assistance to walk?
______Yes _______ No
13. Where did the fall happen
14. Interviewer’s observation of participant’s home or residential environment
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___ Throw rugs
___ Poor lighting
___ Slippery floor
___Cluttered hallways
___High shelves/cupboards
___Unstable chairs/tables
___Extension cords across hallways
___ Other
15. Pseudonym ___________
B) Semi-Structured Interview Questions
1. Can you tell me about your fall experience that occurred within the last 12 months?
- Did you sustain any injury from the fall?
- Did you receive any medical treatment due to the fall?
- If yes, what type of treatment did you receive?
2. Can you tell me what contributed to your fall (s)?
*Will explore all falls in the last 12 months
Probe:
- If participant has had more than one fall, will ask about what contributed to the first ,
2nd or more falls, (identifying each fall with a location or time period )
- Is there any relationship between the first and subsequent falls (wanting to know if
first fall contributed to the subsequent falls)
3. After your fall, has there been any change in your activities. *(This question
addresses the participant’s physical risk factors)
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Probe:
- Do you do all of the things you did before falling? For example, going out, cooking,
or any other activity.
- How has the fall changed your level of physical activity compared to what you use to
do before?
- Do you now use an assistive device such as a cane or walker that you did not use
before the fall?
- Do you go out more or less frequently?
- Is there any physical activity that has changed since your last fall?
4. Can you tell me how your experience of falling has changed your thought process?
(Cognitive)
Probe:
- Can you tell me if you now think differently in terms of falling?  Example, is there
anything you now worry about in relation to falling?  Some people said that they think
differently after falling, others said they do not think differently, I would like to know
how previous falls have influenced your thinking.
5. Can tell me some things you do that would put any person at risk for falling?
*Example walking on a slippery floor, climbing, running, etc.
Probe:
If you know that ______________ puts anyone at risk for falling, why do you still engage
in such activities?
6. Can you tell me some things you do to prevent you from falling?
7. How many medications do you currently take?
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Probe:
- Were you taking the same number of medications before your most recent fall?
If different number of medications, what is the difference?
What health conditions have your healthcare provider (doctor or advanced nurse
practitioner) told you that you have? (e.g., HTN, DM)
8. Do you know the names and dosages of the medication you take? Yes or No
9. If  you know the names and dosages of the medication you take, please tell me names and
dosages
10. If you do not know the names and dosages of the medications you take, do you have a list
of them
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Appendix B
Recruitment Letter
Dear Prospective Participants:
I want to invite you to participate in a project study entitled: “Factors Contributing to fall:
Community-Dwelling Older Adults Perspectives”. The purpose is to explore the factors that
contribute to falls in community-dwelling older adults who have experienced at least one fall
within the last 12 months. Participants will be asked to answer a questionnaire and participate in
an interview that will take approximately 45 minutes to complete. This study has been approved
by Drexel University Institution Review Board. Please review the attached flyer for more
information about the study. Contact the study project leader at 610-513-7590 if you are
interested in participating. The attached flyer provides the inclusion and exclusion criteria for the
project.
Thank You,
Anthony A. Adeniran
Doctor of Nursing Practice Candidate (DNPc)
Drexel College of Nursing and Health Professions
Drexel University PA
Email: aa348@drexel.edu
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Appendix C
Appendix D
The purpose of this study is to gain better understanding of community-dwelling older
adults’ views and experience of falls to support the design of appropriate fall prevention
and reduction strategies.  This project will address two main objectives: 1) what do
community-dwelling older adults perceive to be the main causers of their falls? 2) How
does falling affect perceived quality of life for community dwelling older adults?
Important information about the project study:
The project team is looking for Medicare eligible community-dwelling older adults to participate
in a study:
Inclusion criteria.
 Community dwelling older adults, age 65 years and older, living in Delaware and
Philadelphia counties in the state of Pennsylvania.
 Prospective participants must be ambulatory,
 Had at least one previous fall experience within the 12 months.
 The fall experience could either be from an indoor or outdoor fall.
 Able to speak English fluently
Exclusion criteria.
 Younger than age 65 years old
 Non –ambulatory
 Living in an institutional setting
 Non-English speaking
For more information about this study, you may contact the Project Leader:
Anthony A. Adeniran, DNP(c), MSN, RN, PCA at: aa348@drexel.edu or Tel: 610-513-7590
Drexel University College of Nursing and Health Professions
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Appendix D
Drexel University
Consent to Take Part in a Project Study
1. Title of Project of study:  Factors Contributing to Fall: Community-Dwelling Older Adults
Perspectives
2. Project Leader: Anthony A. Adeniran
3. Why you are being invited to take part in this project?
We invite you to take part in this project because the project team would like to gain a
better understanding of community-dwelling older adults’ opinions and experience of falls to
plan fall prevention.
4. What you should know about the project?
Someone will explain this project to you.
 Whether or not you take part is up to you.
 You can choose not to take part.
 You can agree to take part now and change your mind later.
 If you decide to not be a part of this project no one will hold it against you.
 Feel free to ask all the questions you want before you decide.

5. Who can you talk to about this project?
If you have questions, concerns, or complaints, or think the project has hurt or bothered you, talk
to the project team leader Anthony A. Adeniran at 610-513-7590 or email aa348@drexel.edu.
This project has been reviewed and approved by an Institutional Review Board (IRB). An IRB
reviews all studies and/or projects so that steps are taken to protect the rights and welfare of
humans subjects taking part in a study/project.  You may talk to them at (215) 255-7857 or email
HRPP@drexel.edu for any of the following:
 Your questions, concerns, or complaints are not being answered by the research team.
 You cannot reach the research team.
 You want to talk to someone besides the research team.
 You have questions about your rights as a subject.
 You want to get information or provide input about this study.
5. Why is this study being done? This qualitative study is being done to learn the factors
that contribute to falls in community-dwelling older adults who have experienced at least
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one fall within the last 12 months. The purpose of the study is to gain a better
understanding of community-dwelling older adults’ opinions and experience of falls to
support the planning fall prevention.
7. How long will the study last?
We expect that you will be in interviewed for about 45minutes at a place that is convenient for
you. The entire period to interview every one that will participate in the study will not be greater
than 6 weeks. We anticipate that not more than a total of 10 people will be interviewed for this
project.
9. What happens if I say yes, I want to be in this study?
If you say yes and want to be part of the study, one of two people will contact you to make plan
on when to interview you. The Project leader will interview you for about 45minutes at a place
that is convenient for you in your home or resident.
10. What are my responsibilities if I take part in this study?
If you take part in this study, you will be asked to answer questions as best as you can about a
fall experience you have had in the last 12 months. The person interviewing you wills audio tape
the interview so that it can be write out later in paper. No one will know your answer as your real name
will not be associated with the information you provide.
Please tell the person interviewing you right away if you become uncomfortable at any time
during the interview.
11. What happens if I do not want to be in this study?
You may decide not to take part in the study and it will not be held against you.
12. What happens if I say yes, but I change my mind later?
If you agree to take part in the study now, you can change your mind at any time, it will not
be held against you.
13. is there any way being in this study could be bad for me?
This study seeks to collect data from participants via  semi structured inteviews. There is
minimal to no risk that emotional issues may arise when discussing an event that can potentially
limit the participant’s quality of life considering the probability and magnitude than those
ordinarily encountered in daily life or during situations when participants engage in routine
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physical and psychological assessment with their clinician after an experience of a fall event. If
the research team becomes aware of any unanticipated risk, the study will be stopped
immediately and the Drexel  IRB office will be notified immidiately. The study will remain on
hold until the research team receives direction  from the  Drexel IRB.14. Do I have to pay for
anything while I am on this study?
There is no cost to you for participating in this study.
15. Will being in this study help me in any way?
We cannot promise any benefits to you or others by taking part in this study. However, likely
benefits include gaining a better understanding of the factors that contribute to falls in
community-dwelling older adults
16. What happens to the information we collect?
Efforts will be made to limit access to your personal information. We cannot promise complete
secrecy. Organizations that may inspect and copy your information include the IRB and other
representatives of Drexel University. We may publish the results of this study. However, your
name and any identifying information will not be known by anyone.
17 This project study is being done by Drexel University.
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Permission to Take Part in a Human Research Study
Signature Block for Capable Adult
Your signature documents your permission to take part in this study.
DO NOT SIGN THIS FORM AFTER THIS DATE 
Signature of  Participant Date
Printed name of Participant
Signature of person obtaining consent Date
Printed name of person obtaining consent Form Date
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Appendix E
Budget
Factors Contributing to Falls: Community-Dwelling Older Adults’ Views
Period: June  2015 - August  2015
Personnel Expenditures
Investigator Effort
Total
subjects Hourly Rate
Total
Amount
PL 10hr/subject 5 $50 $2,500.00
PA 2hrs/subject 5 $50 $500.00
Total Personnel $3,000.00
Non Personnel Expenses
Travel
PI
(1) 5 $20/subject $100.00
Participant Expense/Supplies 5 $10 $50.00
Home Care Agency Overhead                     5 $75.00 $350.00
Total Non-Personnel $500.00
Total Budget $3,500.00
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Appendix F
Table of Evidence:
Factors contributing to fall risks in older adults living in the community: A review of the literature
Search Terms:
1) Fall Risk Assessment and older  adults “elderly”
2) “Falls” “Older Adults” “Home” “Community” “Community settings” “Homecare”  “Home health”
3) Fall, Elderly, Community
# Author
(Year)
Purpose
/hypothesis
Theoretical  FW
Study
Design
Population /Sample Variable/
Measurement
Intervention Findings Limitations/
Conclusion
Level of
Evidence
1 Hnizdo,
Archulet
, Taylor,
& Son
Chae
(2013)
Evaluate the validity
an inter-rater
reliability of the
modified John
Hopkins Fall Risk
Assessment Tool
(mJHFRAT), and
characterize fall events
among elderly patients
receiving home health
services
Prospective
cohort
study
(n=107) ambulatory
patients age 65 years
and older admitted to
home care requiring at
least 2 visits
Bedbound patients were
excluded. Confused
patients are included if
there is a family support
system
mJH-FRAT
A monthly fall
calendar
Data extraction
tool
Patient
assessments for a
fall or following
a fall incidence
The mJH-FRAT  is a
simple easy to use
multi-factor fall risk
assessment tool  for
community dwelling
elderly
Generalizabilit
y is limited
due to  Modest
sample size
Level VI
2 Chase,
Mann,
Wasek,
&
Arbesm
a (2012)
Systematic review of
contemporary
evidence on fall
prevention and home
modification strategies
Systematic
literature
review of
current
evidence
on falls
Electronic scientific
databases and
bibliographies of
selected articles
n/a n/a Occupational therapist
have a role in
preventing falls for
older adults striving  to
remain in their own
home
Some articles
included in the
review were
not blinded,
others have
small sample
sizes, methods
for recording
falls varied
across
included
studies
Level V
3 Fabre,
Ellis,
Integrative review of
the literature to
Integrative
review to
Electronic scientific
databases  and
n/a n/a A wide array of
conditions and
Not discussed Level V
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Kosma,
& Wood
(2010)
provide clinicians and
researchers a succinct
reports  of fall risk
factors and
compendium of falls
risk screening and
assessment
instruments
examine
fall risks
factors, and
compendiu
m of fall
screening
tools
bibliographies of
selected articles
circumstances
contribute to falls in
older adults.
.
An import and initial
step for fall prevention
is identification of
persons at risk for
falling.
Risk assessment tools
validity must be
considered among
factors that affects
older  adults fall risk
At minimum, older
adults must be screen
for  history of falls and
use of certain
medications at least
annually
Little information is
available in terms of
comprehensive falls
risk screening  to allow
simultaneous
assessment of multiple
risk factors
4 Delbaer
e, C T
Close,
Brodaty,
Sachdev
, & Lord
(2010)
Increase understanding
of fe ar of falling by
determining the
existence of irrational
fear among older
adults
Prospective
cohort
study with
one year
follow-up
of a
randomly
selected
representati
500 people age 70 -90
years elderly were
randomly selected from
a cohort of 1037 men
and women living in
the community in
Eastern Sydney.
All participants
underwent  an
extensive
medical,
physiological, and
neuropsychologic
al assessment
conducted by
trained research
n/a Analysis showed
Physiological fall risk,
and perceived fall risk
were independent factor
for future injurious or
multiple falls but were
also weakly, but
significantly related to
each other.
Limitations are
more of
potential
presence of
measurement
errors.
Even though
the PPA has
Level
VI
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ve sample
of elderly
people
Using CART analysis,
participants were
categorized into four
groups:
1) Vigorous group
2) Anxious group
3) Stoic Group
4) Aware Group
Based on the
participants
physiological and
perceived fall risks.
assistant’s  using
the following
instruments:
1) Face
interview
2) WHODAS II
3) AQoL
4) IPEQ
5) PPA
6) FES-I
7) GDS
8) GAS
9) Monthly fall
diaries
The risk of
experiencing an
injurious or multiple
falls significantly
increase with higher
physiological profile
assessment score, and
with higher fall efficacy
scale international
score,
Both risk are
independent of each
other and are of similar
importance
been shown to
be a valid and
reliable
measure of fall
risk, it is no
more than an
estimate.
5 Stubbs
et al.,
(2014)
Systematic Review
and Mata Analysis to
establish if pain is
associated with
increase odds of
falling in community
dwelling older people
Systematic
Review and
Mata
Analysis
Following the
guidelines provided by
Cochrane reviewers’
handbook, major
electronic data bases
were searched  from
March 1, 2013 through
in-press sections of  the
Journal of the American
Geriatrics Society
Archives of Physical
Medicine &
Rehabilitation, in
addition to relevant
recent systematic
reviews
Utilized
association
statistics together
with 96% CI and
P value to
investigate the
relationship
between pain and
falls
n/a Original search in the
data bases produced
1334 hits and 10
additional from other
sources. After removal
of duplicates, 795 were
examined and 69
articles were considered
in the review
Findings to be
interpreted in
light of reverse
causality,
Assessment
and
classification
of pain varies
in studies used
to conduct the
review and
meta-analysis
The meta-
analysis was
conducted
using only
unadjusted
ORs measures
Level V
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6 Mille et
al.,
(2013)
Determine the
protective stepping
response patterns
evoked by different
directions of
externally applied
postural disturbances
in relation to non-
fallers and  fallers
cohort of older adults
Prospective
descriptive
cohort
study
This is prospective
study (n = 75) of which
(n = 26) younger adults
and (n = 49) older
adults) participated in
study. Authors
hypothesized that
laterally oriented
disturbances, to balance
would exacerbate  the
changes with age in
protective stepping
responses
Protective
stepping
assessment
Follow-up phone
calls to
determine
circumstance of
a fall
Fall incidence
resembles findings of
previous studies.
Falling to the side
happens more
frequently and is more
likely to result in hip
fracture.
Ability to successfully
regulate the first step
characteristic is
important for balance
recovery
Limited
generalizabilit
y as sample
was reported
to be relatively
healthy older
adults who are
functionally
independent
Level
VI
7 Berglan
d &
Wyller,
(2004)
Examined if balance,
function, and other
health status indicators
predict  serious fall
related injuries in
elderly women living
at home
Prospective
study using
random
sample of
women age
75 years
and older
Random sample of (n =
650) women age 75
years and older
participated in the study
n/a Clinical tests of
balance
Standing on one
leg eyes open
Tandem stance
eye open
Ability to climb
a chair
Getting up from
lying on a floor
Functional reach
Timed up and go
Maximum and
comfortable
walking speed
Force plate test
(n = 87) experience a
fall,
(n = 68)  experienced
two or more falls
Risk for serious fall
related injury was
significantly associated
with number of falls
during the follow- up
period
Use of HTN drugs was
significantly related to
serious fall related
injury
Rheumatic disorders,
arthritis of the hip,
inability to rise from
the floor are
independent predictors
of  serious fall injuries
Use of self-
reports present
recall bias,
even though
self-reports is
considered
valid in
general
population and
elderly
Level IV
FALLS: COMMUNITY-DWELLING OLDER ADULTS PERSPECTIVES 88
8 Kelsey
et al.,
(2012)
Examine whether
indoor and outdoor
falls, and falls during
various activities are
indicators of different
health profiles
Prospective
cohort
study to
identify
risk factors
and
mechanism
of falling
(n = 713),  70 years and
older elderly with at
least one year of
follow-up
MMSE
Short physical
performance
battery
Berg balance
scale
ADL scale
Fall efficacy scale
Telephone call to
determine
circumstance of
falls after a fall
n/a (n = 145) participants
reported recurrent falls
32% had only  indoor
falls, ad 24, had only
outdoor falls; 44% had
at least one indoor and
outdoor falls
Recurrent falls are not
an indicator of poor
health as generally
thought
Study did not
report data on
time that
fallers spent
indoor or
outside doors
for meaningful
interpretation
of fall risk,
Study did not
use the
specific
components of
the fall risk
assessment
recommended
in the
AGS/BGS
guidelines that
provided
triggers for
comprehensive
assessment , a
limitation that
was not
explored
Level VI
9 de
Guzman
et al.,
(2013)
Tested a model to
describe the
relationship  of
environmental safety,
depression, autonomy,
and support system to
the risk of falls of
Filipino elderly in
community setting
Used a
multidimen
sional
regression
analysis to
explore the
factors
affecting
the risk for
falls among
Filipino
elderly
living in
(n =125)  age 60 years
and older resident of the
community participated
in the study
6 parts Multi-
aspect
questionnaire that
assess
demographic
profiles, tool to
assess falls,
environmental
safety, and
autonomy,
n/a Environmental safety
was determined to have
relatively significant
impact on the  risk for
falls
Most elders in the
community considered
themselves autonomous
and was not associated
with higher risk for
falls
Authors did
not report any
limitation for
the study.
However,
sample size is
relatively
small which
limits
generalizabilit
y
Level VI
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the
community
Most elderly were
considered  to be
relatively depressed
which has influence in
elderly autonomy and
consequently, risk for
falls
Participants reported a
high or adequate social
support level.
However, support
system does not directly
impact the risk of falls
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Appendix G
Tables: 1, 2, and 3
TABLE  1
Social-demographics
CHARACTERISTICS NUMBER PERCENT
AGE
65-75 0 0
76-85 4 80
86  > 1 20
GENDER
Female 4 80
Male 1 20
RACE
Caucasian /White 1 20
African-American/Black 4 80
MARITAL STATUS
Married 0 0
Widowed 2 40
Single/Separated 3 60
RELIGION/DENOMINATION
Catholic 1 20
Jehovah Witness 1 20
Baptist 2 40
Methodist 1 20
Table 2
Home structure, Living Arrangements, Adaptive Device, Location of Falls, and Injury
CHARACTERISTICS NUMBER PERCENT
HOME STRUCTURE
Single 3 60
Senior Citizen Apartment 1 20
Row 1 20
LIVING ARRANGEMENTS
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Living alone 2 40
Live with one or more family members 3 60
LOCATION OF ALL FALLS
Outdoor 6 27
Indoor 16 73
USE OF ADAPTIVE DEVICE
Yes 5 100
No 0 0
TYPES OF ADAPTIVE DEVICE
Cane 1 20
Walker 2 40
Cane and Walker 2 40
INJURY SUSTAINED FROM FALLING
Yes 4 80
No 1 20
Table 3
Reported Medical Conditions
Characteristics Number Percent
REPORTED  MEDICAL CONDITIONS
Anxiety 1 20
Arthritis 5 100
Asthma 1 20
Depression 3 60
Diabetic Mellitus 2 40
Hypertension 5 100
Memory Problems 2 40
Notes
